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Advisor: Michael H. Epstein  
Youth depart residential care with many continued risk factors, unique needs, and 
challenges as they reintegrate into the home, school, and community settings. Currently, there is 
limited research on needs and best practices in aftercare services and supports for youth 
departing from residential settings and even less is known about how these differ by gender. 
While preliminary studies have explored perceptions of need during reintegration and aftercare 
by youth and caregivers, little is known about how these may differ by gender or if perceptions 
change over time after experiencing the initial transition period. One way to address this 
knowledge gap is to identify how prepared males and females feel for reintegration in critical life 
domains, their beliefs about aftercare, and preferences regarding potential services or supports to 
aide in the reintegration at discharge and following the initial transition period. Therefore, the 
purpose of this study was to explore if males and females differ on preparedness for reintegration 
across critical life domains, beliefs about aftercare, and preferences regarding potential services 
or supports to aide in the reintegration at departure (N = 132) and six months after youth have 
transitioned out of residential care (N = 29. Overall, very few differences were found between 
males and females at departure and follow-up. Implications, limitations, and future research are 
discussed. 
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MALE AND FEMALE PERCEPTIONS OF AFTERCARE SERVICES AND SUPPORTS 
Chapter One 
Introduction 
Approximately 500,000 youth with or at-risk of behavioral disorders are served in out-of-
home care annually (Child Welfare League of America [CWLA], 2007).  These settings 
encompass kinship care, foster care, group-home, and residential treatment settings.  An 
estimated 20,000 of these youth ages 16 and older will transition from care into the community 
annually (Nollan, 2006).  Gains such as treatment goals met, academic credits earned, and 
improved behavioral functioning are often made while in care; however for individuals who 
return to their home, school, and community settings, the reintegration process presents many 
family, social, and educational demands.  These challenges may result in additional placements, 
delinquent behavior, school dropout, and educational failure (Asarnow, Aoki, & Elson, 1996; 
Burns, Hoagwood, & Mrazek, 1999; Courtney, Roderick, Smithgall, Gladden, & Nagaoka, 2004; 
Malmgren & Meisel, 2002).  Given these challenges that continue to face youth departing out-of-
home care, aftercare preparation can be a critical step to maintaining gains and promoting long-
term success. 
A subset of youth within out-of-home care that present a unique set of challenges for 
aftercare planning is youth in residential settings.  Despite making gains in care, these youth 
continue to exhibit elevated risks in areas of academic achievement, placement stability, anti-
social behavior, delinquency, and substance abuse in comparison to youth in other out-of-home 
care settings (CWLA, 2006; Weiner, Abraham, & Lyons, 2001).  Moreover, additional research 
has examined risk factors related to specific youth characteristics such as gender, mental health 
2 
 
 
 
 
 
 
diagnosis, rate of psychotropic medications, and prior living situations (Connor, Doerfler, 
Toscano, Volungis, & Steingard, 2004; Handwerk et al., 2006) and findings suggest that 
differences among these characteristics may impact outcomes during care and after departure 
(Handwerk et al., 2006). 
Gender, in particular, is one demographic characteristic which has been studied and 
where notable differences exist.  For example, at entry to care, females present with more risk 
factors, reveal higher levels of family problems, depression and internalizing behavior, 
experience more physical or sexual abuse, and have more out-of-home placements (Baker & 
Purcell, 2005; Connor et al., 2004; Handwerk et al., 2006; Hussey & Guo, 2002; Pumariega, 
Johnson, Sheridan, & Cuffe, 1996; Weis, Whitemarsh, & Wilson, 2005).  On the other hand, 
males have been reported to display more externalizing problems, have higher rates of 
delinquency, and experience more academic problems (Baker & Purcell, 2005; Handwerk et al., 
2006; Pavkov, Goerge, & Czapkowicz, 1997; Wuertele, Wilson, Prentice-Dunn, 1983).  
Throughout the course of treatment, females have been perceived as more difficult to treat and 
engage in higher rates of problem behavior (Connor et al., 2004; Handwerk et al., 2006; Hoffart 
& Grinnell, 1994; Weis et al., 2005).  At discharge, there have been mixed findings on treatment 
outcomes as some studies have reported that females responded less favorably to treatment 
(Chamberlain & Reid, 1994; Weis et al., 2005), while others report males to have poorer 
treatment outcomes (Ansari, Gouthro, Ahmad, & Steele, 1996; Hooper, Murphy, Devaney, & 
Hultman, 2000), and still others have found little to no differences (Frankfort-Howard & Romm, 
2002; Griffith et al., 2009).  These findings suggest there may be a relationship between gender 
and academic, behavior, or family risk factors in this population.  Thus, different risk factors 
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may present varying degrees of treatment needs during and following a stay in residential care.  
One way to maintain treatment gains post-discharge is to implement aftercare services for 
youth that target these high-risk areas.  Given that previous research has identified that youth 
present a diverse set of needs upon discharge (Connor et al., 2004; Handwerk et al., 2006; Trout 
et al., 2010; Weis et al., 2005) a one-size approach or model will not address target areas of all 
individuals.  While specific domains such as education, relationships, independent living, family 
support, physical health, and mental health have been targeted in previous research as areas of 
difficulty during the transition period (Jones, 2008; Leichtman, Leichtman, Barber, & Neese, 
2001; Nickerson, Colby, Brooks, Rickert, & Salamone, 2007; Warner & Pottick, 2003; Weis & 
Toolis, 2009), it is unclear which specific services and supports are most needed to maintain 
short and long term gains for youth.  Studies of youth prior to departure have begun to address 
transition planning and specific services or supports which are perceived to be helpful during the 
initial transition period (Brady & Caraway, 2002; Nickerson et al., 2007; Trout et al., 2012).  
Results indicate youth feel support in the area of education, physical health, and relationships to 
be important during the reintegration period (Brady & Caraway, 2002; Nickerson et al., 2007; 
Trout et al., 2012).  Yet, it remains unclear if or how these preferences differ by gender or if they 
change over time as these youth experience the initial reintegration period. 
State of Aftercare 
Given the poor outcomes and challenges faced by youth in residential care following 
reintegration and during the transition into adulthood, one may anticipate that effective aftercare 
services for youth and families have been identified to prevent failure across critical life 
domains.  It is widely recognized that planning for and providing supportive mechanisms in 
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areas such as health, education, relationships, family, independent living, and community 
involvement may be critical for short and long term success (Asarnow et al., 1996; Farmer, 
Wagner, Burns, & Richards, 2003; Guterman, Hodges, Blythe, & Bronson, 1989; Leichtman & 
Leichtman, 2001; Van Hagen, 1982); however, research on best practice for reintegration 
supports or aftercare services is limited (Guterman et al., 1989; Liechtman & Leichtman, 2001; 
Walter & Petr, 2004; Whittaker, 2000).  If aftercare services were effective, these supports and 
services would facilitate family reunification, assist youth with maintaining treatment gains, and 
minimize future placements (Curry, 1991; Guterman et al., 1989; Jenson, Hawkins, & Catalano, 
1986; Pecora, Whittaker, & Maluccio, 1992). 
The development, implementation, and evaluation of best practice in aftercare services 
and supports may be lacking for several reasons.  First, youth may be resistant to additional 
services due to their attitudes, beliefs, and perceptions about mental health services (Olin et al., 
2010; Rutter, 2005; Rutter & Taylor, 2002).  Youth may have had prior negative experiences 
with mental health providers and a trusting relationship failed to develop, prohibiting them from 
considering participation in additional services (Olin et al., 2010; Rutter, 2005; Rutter & Taylor, 
2002).  Second, practical barriers such as access to transportation, high rates of mobility, or 
funding may prevent youth from participation (Kataoka, Zhang, & Wells, 2002; Olin et al., 
2010).  Finally, services such as out-patient therapy are often recommended as an aftercare 
service for youth following discharge; however, research reveals low participation rates, as many 
youth and families dropout or attend few sessions (Harpaz-Rotem, Leslie, & Rosenheck, 2004), 
perhaps because they do not find services beneficial or staff may be inflexible with therapeutic 
approaches (Ingoldsby, 2010). 
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Given that “buy-in” is a critical component for any intervention, one approach towards 
developing an aftercare model of supports and services is to identify the preferences of these 
individuals related to the aftercare process.  Further, examining these perceptions prior to and 
following transition may extend the knowledge on aftercare and aid in the development of 
aftercare services for youth departing from residential settings.  Currently, there is a lack of 
research investigating how prepared these individuals feel for reintegration as well as perceptions 
of aftercare and services or supports they feel are most helpful prior to departure and during the 
initial reintegration period. 
Statement of Purpose  
Youth depart residential care with many continued risk factors, unique needs, and 
challenges as they reintegrate into the home, school, and community settings.  Currently, there is 
limited research on needs and best practices in aftercare for youth departing from residential 
settings and even less is known about how these differ by gender.  One way to address this 
knowledge gap is to identify how prepared males and females feel for reintegration in critical life 
domains, their beliefs about aftercare, and preferences regarding potential services or supports to 
aide in the reintegration process at discharge and at six month follow-up.  The purpose of this 
dissertation study was to identify the perceptions of males and females prior to departure and at 
six months following reintegration into the home, school, and community settings.  Specifically, 
the goal was to determine if gender differences exist in four areas: (a) levels of preparedness for 
reintegration across targeted domains prior to the time of departure; (b) beliefs regarding 
aftercare programs; (c) perceptions of specific aftercare services and supports in areas of 
community involvement, post-secondary education, family support, independent living, physical 
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health, mental health, and relationships at departure; and (d) changes in level of preparedness, 
beliefs on aftercare, and perceptions of specific aftercare supports and services from discharge to 
follow-up.  Data collected addressed the following research questions, which for organizational 
purposes have been grouped into four categories: 
1. Demographics 
a. Do males and females differ on academic, behavioral, and family variables at 
departure and follow-up? 
2. Preparedness for Reintegration 
a. Do differences exist between male and female youth on levels of perceived 
preparedness for reintegration into home, school, and community settings across 
areas of community involvement, post-secondary education, family, independent 
living, physical health, mental health, and relationships at departure and follow-
up? 
3. Importance of Aftercare Programs 
a. Do perceptions differ between male and female youth on the importance and 
participation in aftercare programs at departure and follow-up?  
4. Preference of Supports and Services 
a. Do differences exist between male and female youth on preferred aftercare 
supports in areas of community involvement, post-secondary education, family 
support, independent living, physical/mental health, and relationships at departure 
and follow-up?   
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b. Do perceptions between male and female youth change overtime on preferred 
aftercare supports in areas of community involvement, post-secondary education, 
family support, independent living, physical/mental health, and relationships? 
Hypotheses 
 Hypotheses were proposed for each question in the three target areas: preparedness, 
importance of aftercare, and preferences of supports and services.  First, based on research on 
transition planning, preparation, and gender differences at entry and discharge (Brady & 
Caraway, 2002; Griffith et al., 2009; Nickerson et al., 2007; Trout et al., 2012) it was 
hypothesized that when compared to females, males will indicate higher levels of preparedness 
for reintegration to home, school, and community settings, across targeted domain areas, and 
caregiver preparedness for youth transitions to the home setting at departure and follow-up.  
Second, research indicates females have higher rates of depression, more family problems, and 
are perceived to be more difficult to treat in care; however, females have more planned 
departures than males and are more likely to engage in treatment services post-care (Griffith et 
al., 2009; Handwerk et al., 2006; Hsieh & Hollister, 2004; Pumariega et al., 1996).  Therefore, it 
was hypothesized that when compared to females, males will find aftercare services as less 
important and have lower ratings of likeliness to participate both at departure and follow-up.  
Third, given that females experience higher rates of family problems and internalizing behavior 
problems (Connor et al., 2004; Handwerk et al., 2006; Hussey & Guo, 2002) and males exhibit 
more academic problems (Handwerk et al., 2006; Pumariega et al., 1996), it was hypothesized 
that when compared to females, males will indicate access to specific supports or services in 
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education to be more important than females.  Meanwhile, it was hypothesized that females will 
find relationships, family, and mental health to be of greater importance.  
Significance of the Study 
 This study explored the perceptions of males and females departing a residential setting 
on levels of preparedness for reintegration, beliefs on aftercare, and preferences regarding 
aftercares services.  Identifying gender differences in perception across each area and changes in 
perception overtime attempted to shed light on “next steps” which are relevant to developing 
aftercare services.  First, these findings may provide information to residential treatment centers 
about ways to increase youth buy-in for aftercare services or programs.  Second, results may 
reveal targeted domains that warrant additional preparation for youth based on gender prior to 
departing care.  Third, the findings may articulate future lines of research that examine 
differences in the transition planning process and use of specific supports for males and females 
departing residential settings. Finally, results may help to establish a better understanding for 
specific areas of need based on gender and if these needs change over time, which could aide in 
the development of comprehensive aftercare programs. 
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Chapter Two 
Review of the Literature 
In order to gain a comprehensive understanding of the need for research in aftercare for 
youth departing residential treatment, it is necessary to look at four specific areas.  First, youth 
enter care with significant needs in the areas of behavior, mental health, academics, family, and 
physical health.  Second, youth make documented gains while in care and as a result youth 
present a different set of characteristics at departure.  This directly affects the development and 
implementation of aftercare services.  Third, to understand the impact of reintegration on 
departed youth, it is necessary to target both short (i.e., less than two years) and long term (i.e., 
two years or longer) outcomes.  In each of these specific areas (entry, discharge, and follow-up) 
aftercare needs, gains, and outcomes may differ by specific youth characteristics such as gender. 
Therefore, it is also important to examine differences that may exist between males and females 
at each of these critical time periods.  Finally, it is important to acknowledge what previous 
research has reported about the use of aftercare services for youth in out-of-home care settings, 
with specific attention to identified services for youth in residential care. 
Youth Characteristics at Entry 
Annually, approximately 200,000 youth receive behavioral and mental health services in 
residential treatment centers (CWLA, 2007).  Residential care is considered one of the most 
restrictive settings and youth often present elevated risk factors across many areas (i.e., behavior, 
mental health, academics, family, physical health, and placement stability) when compared to 
youth in other out-of-home care settings (Barth, 2002; CWLA, 2007; Frensch, Cameron, & 
Preyde, 2009).  There is a long history of research that has examined the characteristics of youth 
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entering residential care.  Studies have examined behavioral and mental health functioning, 
academic challenges, family difficulties, and physical health status (CWLA, 2007; Nelson et al., 
2011, Trout et al., 2008; Warner & Pottick, 2003).  
Behavioral and Mental Health Functioning 
Youth admitted to residential care have been found to present greater risks in the area of 
behavior and mental health functioning compared to youth in other out-of-home care settings 
(Barth, 2002; Frensch et al., 2009).  For example, as many as 93% of youth in residential care 
have been reported to have a psychiatric diagnosis, with anywhere between 30% to 60% having 
dual mental health diagnoses, and up to 75% taking prescribed psychotropic medications 
(Breland-Noble et al., 2004; CWLA, 2007; Conner et al., 2004; Drais-Parrillo et al., 2004; 
Griffith et al., 2009; Pottick, Warner, & Yoder, 2005; Weiner et al., 2001).  It has been reported 
that as many as 60% of these youth engage in aggressive behavior, up to 37% have been 
involved in delinquent behavior, and up to 70% have lower social competency (CWLA, 2007; 
Groot, 2009; Trout et al., 2008; Warner & Pottick, 2003; Wells & Whittington, 1993).  In 
addition, these youth are at greater risk for running away, substance abuse, and suicidal behavior 
(English, 1993; Farmer et al., 2003; Gorske, Srebalus, & Walls, 2003; Leichtman & Leichtman, 
2002; Pottick et al., 2005).  Finally, high percentages of youth (60-85%) in residential care have 
scored in the clinical range on emotional or behavioral assessment scales such as Child Behavior 
Checklist (CBCL), Global Assessment of Functioning (GAF) and the Brief Child and Family 
Phone Interview (BCFPI; Cunningham, Harris, Vostanis, Oyebode, Blissett, 2004; Cuthbert et 
al., 2011; Drais-Parrillo et al., 2004; Duppong-Hurley et al., 2009; Groot, 2009; Hagaman, Trout, 
Chmelka, Thompson, & Reid, 2010; Pottick et al., 2005; Wells & Whittington, 1993). 
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Several studies have examined different behavioral and mental health risk patterns linked 
to subgroups of youth entering care.  Findings have suggested youth with substance abuse 
present higher suicide risk and delinquency, while youth diagnosed with attention-deficit 
hyperactivity disorder (ADHD) have been more likely to be on medication and present higher 
levels of rule-breaking and aggressive behaviors (Casey et al., 2008; Hagaman et al., 2010; 
Weiner et al., 2001).  Studies have also examined highly aggressive youth and found they were 
more likely to have poor treatment outcomes, greater placement instability, stay longer in care, 
and have higher levels of mental health co-morbidity (Gabel & Shindledecker, 1992; Lyons & 
Schaefer, 2000).  One area that has been studied more often than others is gender differences that 
exist at entry to care. 
When examining gender differences on levels of behavioral and mental health several 
research studies have acknowledged significant differences that exist at entry to care.  First, 
research has found females present higher levels of psychopathy, internalizing, externalizing, and 
co-morbid emotional problems, as well as eating disorders (Connor et al., 2004; Handwerk et al., 
2006; Hoffart & Grinnell, 1994; Hussey & Guo, 2002; Weis et al., 2005; Zahn-Waxler, 
Shirtcliff, & Marceau, 2008).  Handwerk et al. (2006) conducted a study with youth (N = 2,067) 
admitted to residential treatment to examine differences across various behavioral and mental 
health variables.  At entry to care, males were significantly more likely to display physical 
aggression or assault towards others, engage in theft, vandalism, and other criminal activity such 
as arson or possession of a weapon.  On the other hand, females were significantly more likely to 
use drugs or alcohol, have depression, run away, make suicidal threats, engage in self-injurious 
behaviors and suicide attempts, have an eating disorder, and display poor boundaries.  Females 
12 
 
 
 
 
 
 
also reported significantly higher scores on both the CBCL internalizing and externalizing than 
males (Handwerk et al., 2006).  Similarly, Baker, Archer, and Curtis (2007) examined the status 
of youth (N = 1,167) admitted to residential facilities across 13 states and found males to be more 
likely to have a history of criminality, but less likely to have a history of suicide ideation.  In the 
same study, Baker et al. (2007) found significantly more females (72.5%) to fall in the clinical 
range of the CBCL Externalizing Scale.  Connor et al. (2004) reported significant gender 
differences in the area of psychiatric diagnosis of youth (N = 397) as females were more likely to 
have affective or anxiety disorders and males were diagnosed more often with disruptive 
behavior disorder.  In the same study, significant differences also existed on levels of 
psychopathology and behavior problems, with females scoring higher on levels of conduct, 
anxiety, internalizing behavior, externalizing behavior, and depression as measured by the 
Devereux Scales of Mental Development (DSMD; Naglieri, LeBuffe, & Pfeiffer, 1994; Connor 
et al., 2004).  When investigating substance abuse and aggression females were more likely to 
use alcohol or drugs and reported higher levels of aggression on three subscales and the total 
scale of the Modified Overt Aggression Scale (MOAS; Sorgi, Ratey, Knoedler, Mardert, & 
Reichman, 1991).  Finally, females were more likely to have prior out-of-home placements than 
males (Connor et al., 2004).  Weis et al. (2005) examined gender differences of youth (N = 252) 
admitted to a military-style residential center and found similar results, as females were more 
likely to be arrested for nonviolent crimes and exhibit more severe internalizing symptoms. 
Baker and Purcell (2005) explored gender differences in youth (N = 249) admitted to 16 
residential facilities and found significant differences on several variables such as history of 
running away, juvenile delinquency, and fire-setting behavior.  Females were more likely to have 
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a history of running away, while males had higher rates of juvenile delinquency and histories of 
fire-setting (Baker & Purcell, 2005).  
Summary.  At entry to care youth exhibit elevated risk across several aspects of 
behavioral and mental health functioning.  Studies report these youth to have higher rates of co-
morbidity, increased use of psychotropic medications, aggressiveness, suicidal behavior, and 
substance abuse.  While behavioral and mental health risk levels and presenting problems at 
entry to care are high for both males and females, research has demonstrated that areas of risk or 
difficulty appear to differ by gender.  Specifically, females present higher rates of 
psychopathology, internalizing behavior, physical and sexual abuse, neglect, substance abuse, 
and more out-of-home placements.  On the other hand, males have higher rates of criminal 
behavior, delinquency, and aggression or assault towards others. 
Academic Status 
  Youth in residential care have a long history of school failure prior to entry into care 
(Attar-Schwartz, 2009; Vincent, Kramer, Shriver, & Spies, 1995).  For example, in a review of 
the literature evaluating the placement stability and educational functioning of children in 
residential care, Trout and colleagues (2008) found that youth had attended an average of 7.9 
previous schools, 35-57% had been retained at least once in their educational career, dropout 
rates were often much higher than rates reported in the general population, and they had 
experienced higher rates of expulsion.  Vincent et al. (1995) compared youth (N = 178) in 
residential settings to youth in community schools and reported 47% of the residential sample 
obtained average to above average GPAs compared to 88% of community students.  The 
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residential sample also had more absences, tardies, and participated in fewer extra-curricular 
activities than the community sample. 
The intelligence scores and academic achievement of youth in residential care have also 
been studied and been associated to post-care outcomes.  Wuertele et al. (1983) sampled children 
(N = 211) placed in residential care and found 66% were more than one year below grade level 
and were also below average on the Weschler Intelligence Scale for Children (WISC; Weschler, 
1981; M = 83.56, SD = 15.2).  Similarly, Connor et al. (2004) used the WISC in a sample of 
youth (N = 397) and reported this group to fall below average on overall IQ (M = 82.3, SD = 
17.7) as well as Verbal IQ (M = 83.2; SD = 16.8) and Performance IQ (M = 84.4, SD = 18.6).  
Lochman, Bennet, and Simmers (1988) administered the Peabody Individual Achievement Test 
(PIAT; Dunn & Martwardt, 1970) to youth (N = 25) at entry to care and found this sample to be 
below average on all five subtests:  Reading Recognition (M =74.7, SD = 11.8); Reading 
Comprehension (M =77.3, SD = 13.8); Mathematics, (M =73.4, SD = 10.8); Spelling, (M =75.5, 
SD = 13.1), and General Information, (M =75.5, SD = 15.4).  Trout et al. (2008) also examined 
the academic achievement of youth (N = 127) at entry to care as measured by the Woodcock-
Johnson Test of Achievement, 3
rd
 Edition (WJ-III; Woodcock, McGrew, & Mather, 2001) and 
reported academic delays in at least one subject area, with the most problematic being reading 
fluency and math calculation as scores fell from over two-thirds to one standard deviation below 
the mean. 
Additional studies have examined other school related variables such as attendance, 
engagement, and school related behavior to investigate the academic status of youth in 
residential care.  For example, Frensch et al. (2009) examined school related differences between 
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a sample (N = 210) of youth in residential settings and youth in other out-of-home settings.  
There was a significant difference between groups for school enrollment at admission as fewer 
residential youth were attending school at the time of entry.  When looking at levels of school 
impairment as measured by the Child and Adolescent Functional Assessment Scale School/Work 
Subscale (CAFAS; Hodges, 2000) significant differences were revealed as residential youth had 
higher levels of impairment (M =23.61, SD = 9.56) when compared to youth in other out-of-
home care settings (M =18.93, SD = 10.25; Frensch et al., 2009). School participation and 
achievement were measured by the Brief Child and Family Phone Interview 3
rd
 edition (BCFPI-
3; Cunningham Pettingill, & Boyle, 2002) School Participation and Achievement Scale with 
higher scores indicating greater problems.  Although statistically significant differences were not 
found between groups, residential youth scored higher (M = 77.57, SD = 16.23) on the measure 
and fell into the clinical range of concerns related to school participation and achievement.  
Additionally, residential youth revealed higher percentages of difficulty getting along with 
teachers, increased absences, and poorer grades than youth in other out-of-home care settings 
(Frensch et al., 2009).  Noftle et al. (2011) investigated the academic status of youth (N = 225) 
on variables of school behavior and academic standing as measured Connor’s Teacher Rating 
Scale (CTRS; Conners, 1994) and Social Skill Rating Scale (SSRS; Gresham & Elliot, 1990).  
Results indicated teachers report youth to engage in extreme oppositional behavior as measured 
by CTRS with a mean T score = 87.  When looking at academic standing youth in residential 
settings were performing at least one standard deviation below their same age peers on the SSRS 
(mean standard score = 82). 
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While several studies have reported differences on behavioral and mental health 
differences between males and females, relatively few have examined gender differences on 
academic status at entry to care. When examining differences on intellectual functioning, Connor 
et al. (2004) found no significant differences between gender on Verbal IQ, Performance IQ, and 
Full Scale IQ of the Wechsler Adult Intelligence Scale (Wechsler, 1981) or Wechsler 
Intelligence Scale for Children (Weschler, 1991).  In the same study, school related behavior was 
assessed by having teachers report on levels of impulsive behavior using the Connor’s Teacher 
Questionnaire (CTQ; Connors, 1999) and no significant differences were reported between 
gender on levels of impulsivity (Connor et al., 2004).  Hussey (2006) noted similar findings with 
no differences existing between males and females on IQ, although females had a slightly lower 
Full Scale IQ (M = 81.29, SD = 12.95) than males (M = 82.14, SD = 13.71) at entry to care.  
Weis et al. (2005) examined gender differences on academic related variables for youth entering 
residential care (N = 282) and did not find any significant differences between males and females 
on truancy, school dropout, history of school failure or special education status.  Contrary to 
these findings, additional studies have reported gender differences on academic status for youth 
at entry to care.  Handwerk at al. (2006) found males to have increased academic difficulties and 
problem behaviors at school as measured by a problem behavior checklist completed by 
admissions counselors at entry to care.  Moreover, Hsieh and Hollister (2004) found that at entry 
males were more likely to have both academic difficulties and behavior problems at school. 
Summary.  At entry to care youth have increased risks related to academic status as 
measured by intellectual functioning, academic performance, engagement, and school related 
behavior when compared to youth in other out-of-home care settings.  Overall, residential youth 
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function below grade level, obtain lower grades, have lower levels of school engagement, and 
display increased school behaviors when compared to youth in other out-of-home care settings.  
Although, a limited number of studies have examined gender differences related to academic 
status, relatively few differences exist.  Some studies reported males to significantly more 
academic challenges than females particularly in the areas of school behavior and academic 
difficulty.  Therefore, academic and school functioning may be a target area for improvement of 
male youth entering care. 
Family Status 
It is widely recognized that family living situations and characteristics play a critical part 
of youth stability and overall functioning (Jenson & Whittaker, 1987; Wurtele et al., 1983).  
Living in a stable environment and engaging in continuous relationships with family members 
are essential components towards healthy child development (Frensch & Cameron, 2002; Jenson 
& Whitakker, 1987).  Unfortunately, children placed in residential settings often enter care from 
families with low socio-economic status, higher rates of abuse and neglect, higher percentages of 
single-parent homes, and poor family stability (Curry, 1991; Fitzharris, 1985; Frensch & 
Cameron, 2002; Jenson & Whittaker, 1987; Wells & Whittington, 1993). 
Wells and Whittington (1993) examined the family characteristics of youth (N = 111) at 
entry to residential care and found 53% reported family abuse problems, 77% of parents reported 
not being able to manage the youth at home, 32% indicated high levels of family stress, and were 
less cohesive than families of youth in other out-of-home placement settings.  Additional studies 
have also found high rates of physical and sexual abuse by one or more parent, and high rates of 
alcohol abuse (Conner et al., 2004).  Baker and colleagues (2007) examined family 
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characteristics of youth (N = 1,167) in residential care and found that nearly 60% had substance 
abuse problems, 20% had been incarcerated, and 15% had psychiatric problems.  Similarly, 
Stage (1999) evaluated the family status of youth (N = 130) at entry to care and reported that 
parents/caregivers had rates as high as 41% with mental illness, up to 57% had substance abuse 
problems, and nearly 46% had a criminal history.  Griffith et al. (2009) examined the family 
characteristics of youth (N = 566) at entry to residential care and reported 51% to have a risk of 
substance abuse, 47% using inappropriate discipline techniques, 42% at risk of parental 
abandonment, and 36% at risk of parental neglect.  These factors pose unique challenges for 
treatment planning with youth and families (Dumas & Wahler, 1983; Hawkins & Fraser, 1983). 
Consistent throughout the literature are findings that demonstrate gender differences in 
family characteristics (Baker et al., 2007; Connor et al., 2004; Handwerk et al., 2006; Larzelere, 
Daly, Davis, Chmelka, & Handwerk, 2004; Weis et al., 2005).  For example, Connor et al. 
(2004) reported females were more likely to come from a home with parental alcohol abuse and 
were more likely to have experienced physical abuse, sexual abuse, or both when compared to 
males.  Baker et al. (2007) noted similar findings as significant differences were found on levels 
of both physical and sexual abuse as well as neglect with females being more likely to have 
experienced all three areas.  Moreover, both Weis et al. (2005) and Handwerk et al. (2006) found  
physical and sexual abuse to be more common among females.  Statistically significant 
differences have been found between genders on a history of sexual abuse.  Across several 
studies, females were more likely to have experienced sexual abuse (Baker & Purcell, 2005; 
Hsieh & Hollister, 2004; Hussey, 2006).  Hussey (2006) reported (N = 306) reported a higher 
percentage of females came from a family environment in which there was a history of parent 
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substance abuse and domestic violence. Finally, Hsieh and Hollister (2004) also reported females 
to be more likely to experience high rates of family stress prior to entry into care. 
Summary.  Research demonstrates that youth experience increased family problems 
including low socio-economic status, substance abuse, domestic violence and overall poor family 
functioning prior to entering care.  Families of youth in residential care also have higher rates of 
mental illness, criminal histories, and abuse or neglect situations.  While these risks are present 
for youth in general, gender differences have also been noted. Across studies, female youth 
consistently experienced higher rates of sexual abuse, family stress, and substance abuse by a 
parent.  Therefore, females appear to be at greater risk in the area of family functioning in 
comparison to males.  
Physical Health 
Research has suggested that there is a link between individuals that demonstrate mental 
health challenges and risk of physical health problems.  For example, it is recognized that a link 
exists between stress and weaker immune functioning as well as the association between asthma 
and emotion, stress, or other psychological factors (Connor et al., 2004; Herbert & Cohen, 1993; 
Segerstrom & Miller, 2004).  Given that youth in residential settings often come from 
environments of high stress and exhibit poor emotional and psychological functioning, one may 
hypothesize these youth would be at greater risk for poor physical health.  However, little 
research has been conducted on the physical health status of youth in residential settings and 
even less is known about how this may differ by gender.  Nelson et al. (2011) examined the 
prevalence of physical health conditions among youth (N = 1744) entering residential care.  
Results indicated that 33.7% of the sample was diagnosed with at least one medical condition, 
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7.5% had at least two conditions, and a smaller percentage (1.8%) had three or more conditions 
and the highest percentage of youth (15.3%) were diagnosed with asthma.  This was similar to 
the findings of Connor et al. (2004) in which 40% of the sample was diagnosed with a medical 
problem, with the highest percentage (20%) being diagnosed with some type of neurological 
condition, followed by 17% being diagnosed with asthma.  In a separate study, Nelson et al. (in 
press) examined the association between psychopathology and physical health for youth (N = 
606).  Findings reveal high levels of youth psychopathology to be associated with elevated risk 
for comorbid medical problems.  More specifically, internalizing problems such as anxiety were 
closely associated to medical status, and finally youth with mental health comorbidity were 
found to have heightened medical risk (Nelson et al., in press). These findings have implications 
for youth entering residential care as these conditions may affect treatment planning and 
intervention both at entry and at discharge. 
 Currently, minimal information exists regarding gender differences and physical health 
status.  Nelson et al. (2011) found that females were more likely to have a medical diagnosis at 
entry to care.  When examining specific medical conditions, gender differences were not found.  
Future research may continue to explore how physical health status differs between males and 
females. 
Summary.  Presently, there is little information that exists about the physical health status of 
youth in residential care.  Upon entry, over one-third have been found to present with at least one 
medical condition and females have been found to be more likely to have a medical diagnosis 
than males.  Given that research in other areas has revealed youth in residential care are at risk of 
increased stress and demonstrate poor psychological functioning, exploring the physical health 
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status may have valuable implications for the medical care and mental health functioning of 
youth. 
Summary 
Prior research reveals a range of characteristics and risk patterns which exist for youth 
entering residential care and likely contribute to functioning in areas of behavioral and mental 
health, academics, family functioning, and physical health (Gabel & Shindledecker, 1992; 
Hagaman et al., 2010; Lyons & Schaefer, 2000; Weiner et al., 2001).  Additional research 
reveals that risk patterns at entry to care are different for males and females.  Males often exhibit 
higher rates of criminal behavior, delinquency, aggressive or assaultive behavior, and academic 
or school related problems.  Females have higher rates of psychopathology, suicidal ideation, 
internalizing behavior, increased family problems, sexual abuse, substance abuse, and 
diagnosable medical conditions.  Therefore, youth placed in residential settings are a greater risk 
for negative life outcomes given the problems they present at entry to care (Rutter & Taylor, 
2002).  While in residential placement these complex set of risk factors are systematically 
addressed; therefore, youth often present a different set of characteristics at departure. 
Characteristics at Departure 
Residential treatment centers are not permanent placements; therefore youth eventually 
complete treatment, depart from care, and either return home or move to independent living.  As 
residential treatment centers continue to move towards an integrated continuum of care, youth 
will likely experience shorter stays in care and reintegration into the community will occur more 
quickly (Leichtman, 2006; Lieberman, 2009; Whittaker, 2000).  Research has demonstrated that 
during treatment youth make documented gains in mental health, behavioral, academic, and 
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social domains (James, 2011; Knorth, Harder, Zandberg, & Kendrick, 2008; Noftle et al., 2011; 
Preyde, Frensch, Cameron, White et al., 2011; Trout et al., 2010).  As youth prepare to depart 
care and reintegrate into society, they present a diverse set of needs that directly relate to both 
short and long term outcomes.  Given the high rates of mobility, heightened risk across target 
areas, lack of overall family stability, and increased opportunity for readmission to care, youth 
continue to present challenges at discharge.  In order to effectively prepare for transition, it is 
imperative to understand the status of youth as they depart care as well as how this status may 
differ by youth gender.  
Behavioral and Mental Health Functioning 
Several studies have recognized the treatment gains youth make in the area of behavior 
and mental health functioning (Fields, Farmer, Apperson, Mustillo, & Simmers, 2006; Frensch, 
et al., 2009; Lyons, Terry, Martinovich, Peterson, & Bouska, 2001; Trout et al., 2010).  When 
investigating pre and post discharge changes in behavior, Fields and colleagues (2006) examined 
discharge outcomes for youth (N = 98) and found 57% of the sample had an increase on the 
Behavioral and Emotional Rating Scale (BERS; Epstein & Sharma, 1998) and 56% 
demonstrated a decrease on the Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2001).  
Trout et al. (2010) examined the status of youth (N = 640) departing residential care and found 
68% had favorable departures, 77% met personal treatment goals, 79% met family treatment 
goals, and presented on average no significant levels of internalizing (M=50.96, SD=10.36) and 
externalizing behaviors (M=59.45, SD=11.37) as measured by the CBCL.  Larzelere et al. (2004)  
reported the outcomes from discharge to follow-up for youth (N =440) and found significant 
improvement from admission to discharge on the CBCL Internalizing, Externalizing, and Total 
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Problem Behavior scales and 87.1% of youth’s presenting problems at admission had improved 
by the time of discharge.  Leichtman et al. (2001) examined the gains of youth (N = 120) from a 
residential setting and reported significant improvement across symptoms and treatment areas.  
Noftle et al. (2011) used the Connor’s Global Index-Parent (CGI; Conners, 1994) to investigate 
behavioral changes from admission to discharge for youth (N = 120) and found an overall 
symptom reduction with scores moving from clinical (T >70) to nonclinical range (T = 65) four 
weeks prior to discharge and remaining at this range until discharge.  However, contrary to these 
findings, Hoagwood and Cunningham (1992) reported on the discharge outcomes of youth (N = 
114) across 36 residential facilities and found 63% of the sample had made little to no progress 
and had been discharged with a negative outcome or had run away.  Yet, the authors did find that 
positive outcomes were associated with youth that had a length of stay less than 15 months and 
more severe functioning deficits at intake (Hoagwood & Cunningham, 1992).  Results of overall 
youth behavioral and mental health gains appear to be improved in all but one of the studies.  
While males and females continue to present a unique set of characteristics at departure 
from care, fewer differences exist when compared to admission.  Overall, studies have found 
females to exhibit more behavioral difficulty while in care, have a longer length of stay, yet tend 
to see more improvement in behavior from admission to discharge, and more favorable ratings 
for departure success than males (Griffith et al., 2009; Handwerk et al., 2006; Larzelere et al., 
2004).  Weis et al. (2005) examined program completion rates of males and females in 
residential care and reported that overall, a higher percentage of females completed the treatment 
program.  When further investigating program completion, females with a history of physical 
abuse and males with elevated somatization scores were less likely to complete the program 
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(Weis et al., 2005).  Griffith et al. (2009) studied gender differences for youth (N = 488) at 
departure and found no significant differences to exist on psychotropic medication use and levels 
of behavior as indicated by the CBCL Internalizing, Externalizing, and Total Problems scales.  
However, females had a longer length of stay (M =20.61, SD = 13.68) than males (M =17.92, 
SD = 15.02) and a higher percentage of females (65.6%) had planned departures when compared 
to males (50.9%).  More male youth (15.2%) discharged to another type of intervention program 
compared to females (5.5%). 
Summary.  Youth departing residential care make gains in areas of behavioral and 
mental health functioning.  Specifically, youth have reduced clinical scores on various 
assessment devices in areas of internalizing and externalizing behaviors.  In addition, youth meet 
treatment goals and high percentages of them have favorable discharges.  When comparing how 
this differs by gender, females were found to exhibit more behavioral difficulty while in care, 
have longer lengths of stay, yet tend to see more improvement in behavior from admission to 
discharge, and have planned discharges to lower levels of care than males. 
Academic Status 
A high percentage of youth from residential care have low academic functioning despite 
making academic gains while in care (Crozier & Barth, 2005; Frensch et al., 2009).  When 
examining the academic status of youth at departure, Trout and colleagues (2010) found that the 
majority of youth were in high school, approximately 31% were eligible for special education 
services and had a mean GPA of 3.11 (SD = 0.58).  Lorandos (1990) investigated academic 
changes using pre/post assessments on the Wechsler Intelligence Scale for Children-revised 
(WISC; Wechsler, 1981) and Wide Range Achievement Test-Revised (WRAT-R; Jastak & 
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Wilkinson, 1984) for boys that averaged a 15 month length of stay.  Results revealed an 
improvement in full-scale IQ from 96.98 to 100.7, verbal IQ from 90.53 to 93.54, and 
performance IQ from 105.2 to 108.7 respectively.  There were also increases in WRAT-R scores 
on measures of vocabulary, picture completion, coding, reading, and mathematics (Lorandos, 
1990).  McMackin, Tansi, and Hartwell (2005) assessed the vocabulary, reading, and math skills 
of youth (N = 144) at entry to and departure from care and found a relationship between 
academic skills and program outcomes.  For example, youth who had vocabulary skills at or 
above the 9
th
 grade level were more likely to successfully complete the program compared to 
those that had skills below the 6
th
 grade level as these youth were more likely to escape or not 
complete the program.  Those participants with higher scores on vocabulary, reading, and math 
were also more likely to graduate compared to those with scores that fell below the 6
th
 grade 
level (McMackin et al., 2005).  Frensch et al. (2009) investigated school gains made for youth in 
residential treatment and reported decreases in school impairment levels as only 18.6% reported 
severe school impairment at discharge compared to 50.6% at admission.  Contrary to these 
findings, Noftle et al. (2011) used the 10 item Connor’s Global Index teacher version (CGI-T; 
Conners, 1994) to investigate academic changes from admission to discharge scores and did not 
find significant changes overtime as there was little variability in scores at each data collection 
point with scores ranging from 66.1 to 68.8. 
When looking for gender differences on academic status at departure, minimal research 
exists.  Griffith et al. (2009) reported that on average youth departed at the high school level, had 
an average GPA of 3.12 (SD = .60), and engaged in some type of problem behavior including 
office referrals or in-school suspension at least 8 weeks prior to discharge.  When comparing 
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males and females, females had an overall higher mean GPA at departure (M =3.23, SD =.53) 
than males (M =3.12, SD =.60).  A higher percentage of females (38%) also graduated high 
school while in care when compared to males (32.4%).  When looking at school related behavior, 
males had twice as many behavior referrals than females (Griffith et al., 2009). 
Summary.  Even with making educational gains in care, youth continue to face barriers 
in the area of academics at discharge.  Learning deficits, academic underachievement, and school 
problems have all been identified as risk factors for problem behavior (McMackin et al., 2005) 
and have been recognized as characteristics for individuals departing residential care.  Males, in 
particular, continue to exhibit academic difficulty as they depart care with lower GPAs and 
higher levels of school behavior problems than females.  As demonstrated by studies conducted 
at discharge, academic risks continue to be present for youth prior to reintegration.  Therefore, 
additional support in the area of education at departure may help youth to prepare for the school 
transition and promote academic success. 
Family Status 
Approximately 40-70% of youth return to the home setting they were living in prior to 
entry into care (CWLA, 2007; Farmer et al., 2003; Trout et al., 2010).  Despite the recognition 
that families meet treatment goals while youth are in care, parents or caregivers continue to 
present many risks (e.g., employment instability, substance abuse, mental health illness) that 
place youth in perilous situations (CWLA, 2007; Leichtman et al., 2001; Trout et al., 2010).  
Studies have noted rates as high as 72% experiencing some type of continued problem with 
families as youth prepare to depart from care (CWLA, 2007; Preyde, Cameron, Frensch, & 
Adams, 2011; Warner & Pottick, 2003).  Additionally, parents or caregivers of youth from 
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residential settings reveal high levels of mental illness, academic underachievement, chemical 
dependency, psychiatric hospitalizations, and different forms of abuse (e.g., physical, verbal, 
sexual, domestic; CWLA, 2007).  The combination of factors such as poverty and family 
dysfunction may increase the risk of academic and social adjustment difficulties for youth 
departing residential care during reintegration (Lipschitz-Elhawi & Itzhaky, 2005).  However, it 
has been recognized that despite some of these characteristics family participation in treatment is 
a factor associated to gains made while in care (Gorske et al., 2003; Stage, 1999; Sunseri, 2001).  
Sunseri (2001) investigated outcomes of youth (N = 222) at departure from care and found that 
when families were involved in treatment youth were 6 times more likely to successfully 
complete treatment and return home.  Both Stage (1999) and Gorske et al. (2003) had similar 
findings as they reported successful discharges and improved family functioning when families 
were supportive and involved in treatment. When examining familial characteristics (N = 104) 
Preyde, Cameron et al. (2011) found a statistically significant change on the Child and 
Adolescent Functional Assessment Scale Home Subscale, which examines youth willingness to 
follow caregiver rules and expectations (CAFAS; Hodges, 2000) from the moderate to mild 
range of impairment.  They also used the Brief Child and Family Phone Interview, 3
rd
 version 
(BCBFI-3; Cunningham et al., 2002) to assess family functioning and found significant 
differences from admission to discharge on the Family Comfort subscale which reflects the 
child’s problems as a source of anxiety and conflict for the parents as parents reported 
improvements in scores. 
When comparing male and female differences on family characteristics at departure 
Griffith et al. (2009) found nearly an equal percentage of family goals were met for males 
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(79.7%) and females (79.4%) and a high percentage of  males (73.1%) and females, (80.6%) 
were departing to the home of a family member.  Therefore, while acknowledging family 
treatment gains is important, it is also necessary to recognize the need for continued family 
involvement and support post-care as the transition process may add stress to the family 
environment. 
Summary.  Currently, there are few studies that have examined the family status of 
youth departing care.  The present research reveals that families report positive changes from 
admission to discharge for overall family functioning.  Parents or caregivers reveal less anxiety, 
increased participation in treatment, and high percentages of met family goals while youth are in 
care.  Also, minimal differences exist between males and females on family status variables at 
departure from care.  While gains are noted for families during care, the literature continues to 
give attention to the importance of continued family involvement in treatment and support post-
discharge. 
Summary 
Despite making gains in areas of behavioral and mental health, academic, and family 
functioning during treatment, youth continue to face difficulties in each domain upon departure. 
Males in particular continue to struggle with academic and school related success and females, 
particularly those with history of abuse, have less favorable discharges.  These challenges can 
prohibit successful reintegration at initial departure and eventually emerge as problems 
preventing positive short and long term outcomes.  Given the continued behavioral, mental 
health, academic, and family needs of youth at departure continued support in these areas are 
critical to youth’s short and long-term wellbeing.    
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Outcomes after Discharge 
Reintegration into the home has a significant impact on youth and families.  As this 
process begins, there continues to be numerous challenges faced by all stakeholders (Leichtman 
et al., 2001; Trout et al., 2010).  Short-term outcomes in placement stability, behavior, mental 
health, academics, and relationship development have revealed mixed results and several studies 
have indicated high return rates to care post-discharge (Burns et al., 1999; Cook, 1994; Mercer 
Government Human Services Consulting, 2008; Nickerson et al., 2007; Warner & Pottick, 
2003).  For example, Asarnow et al. (1996) reported return rates of 32% one year, 53% two 
years, and 59% three years post discharge.  Similarly, Burns and colleagues (1999) conducted a 
longitudinal study of adolescents discharged from residential facilities across six states and found 
seven years post-care 75% of youth had either been readmitted to care or incarcerated.  Barth 
(2002) found that youth from residential settings had higher readmission rates and fared poorly 
on developmental measures one year post-care in comparison to youth from another out-of-home 
care setting.  Additional research has focused on examining outcomes for youth in areas of 
behavior and mental health functioning, academic, and family outcomes by conducting follow-
up studies anywhere from 6 months to 2 years post discharge.  
Short Term Outcomes 
Several follow-up studies have examined the short-term (two years or less) behavioral 
and mental health functioning of youth formerly served in residential care, although few have 
reported gender differences.  For youth in general, there continues to be a discrepancy in findings 
as to the effects of residential care on outcomes for youth. Preyde, Frensch, Cameron, Hazineh, 
and Riosa (2011) reported the outcomes of youth (N = 106) at 12 and 24 months post-care and 
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found improvements for internalizing behavior (e.g., mood, thinking, separation, and anxiety) 
and statistically significant changes over time on both the externalizing behavior (e.g., substance 
abuse, self-harm, attention, impulsivity, cooperation, and conduct) and BCFPI Total Problems 
Composite Scale from admission to follow-up.  Conversely, Cuthbert et al. (2011) found a 
decrease in mental health functioning at two year follow-up as measured for youth (N = 480).  
Moreover, it was also reported that youth who had elevated scores on conduct problems at 
admission had higher conduct scores at follow-up.  Additionally, elevated substance abuse was 
predictive of adjustment and police involvement two years post discharge (Cuthbert et al., 2011).  
Hooper et al. (2000) examined post-discharge outcomes of youth (N = 111) at 6, 12, 18, and 24 
months and reported the majority of youth (84%) received satisfactory ratings on levels of legal 
involvement at 6 months post-discharge, which indicates they had not engaged in any new illegal 
activity.  However, this percentage decreased overtime to 64.7% at 24 month follow-up.  Yet, 
when investigating return rates and those who had accessed treatment post-care, 87.2% of youth 
were rated as satisfactory at 6 months compared to 82.4% at 24 months post-care (Hooper et al., 
2000), which meant only a small percentage of this sample had accessed treatment or returned to 
care.  Day, Pal, and Goldberg (1994) examined outcomes for youth (N = 37) and found a 
decrease in clinical range scores on the CBCL from admission to discharge.  The scores 
remained significantly lower at 6, 12, and 24 months after discharge, but slightly decreased from 
6 to 24 months.  
Outcome studies that have looked specifically at academic functioning of youth in care 
also reveal mixed results related to short term outcomes.  Larzelere et al. (2004) reported 93% of 
the follow-up sample were currently enrolled or had graduated high school.  Asarnow et al. 
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(1996) reported outcomes for youth (N = 51) discharged from residential care at two months 
post-discharge and found 82% of the sample required special education services.  Oswalt, Daly, 
and Richter (1992) conducted a two-year longitudinal study of youth (N = 582) and compared 
program completers to non-completers at from 3 to 24 months post-care.  Results indicate 83% 
of youth that successfully completed the residential program graduated from high school or 
obtained a GED in comparison to 69% of youth that were not successful in residential care.  
Thompson et al. (1996) followed youth (N = 503) for 3 months to 4 years after discharge and 
found an initial increase in GPA 3 months after departure.  However, at 6 months there was a 
drop in GPA, yet those who completed the program still completed school at a faster rate than 
the comparison group (youth admitted to the program, but never attended).  Hooper et al. (2000) 
found 79% of youth were reported as performing satisfactorily in the school setting two years 
after discharge and 86% had not required more restrictive academic or behavioral settings.  
Additional research has reported poorer educational short term outcomes for youth in care. When 
compared to same age peers not in care, nearly three quarters perform below grade level, fail 
more academic courses, pass minimum competency tests at lower rates, are twice as likely to 
drop out of school, and less frequently pursue post-secondary opportunities (Cook, 1994; 
Frensch et al., 2009; Parrish et al., 2001).  
Fewer studies exist which have looked at family characteristics within two years of 
discharge of care. Wells, Wyatt, and Hobfull (1991) investigated family outcomes for youth (N = 
50) and found that family support was related to youth outcomes in areas of self-esteem, 
mastery, and psychopathology as measured by the Social Support Questionnaire.  The same 
study found that the use of aftercare services for the family were associated with positive 
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outcomes at follow-up (Wells et al., 1991).  Preyde, Cameron et al. (2011) examined family 
relationships post discharge and found 43.5% of scores on the Family Assessment Device (FAD; 
Epstein, Baldwin, & Bishop, 1983) indicated pathological family functioning.  The same study 
also used the Parenting Sense of Competence Scale (PSOC; Gibaud-Wallston & Wandersman, 
1978) and parents reported moderate levels of self-esteem and competence related to parenting at 
follow-up.  Nickerson and colleagues (2007) reported that more than half of the parents and 
youth in their sample revealed concerns about departed youth getting along with family after 
care. 
Studies that have looked specifically at gender differences following a stay in residential 
care continue to indicate mixed findings.  Weis et al. (2005) found that males were more likely to 
be employed six months post-discharge; however, females had more improvement on 
internalizing and externalizing scores of the Behavior Assessment System for Children-Revised 
(BASC; Reynolds & Kamphaus, 2004).  Lewis (1988) examined the follow-up status of youth 
departing residential care and reported that females were more likely than males to develop new 
problems after discharge.  However, Larzelere et al. (2004) did not find any differences between 
gender when looking at the follow-up functioning (e.g., arrest rates, school attendance, 
employment) of youth served in residential care.  Hsieh and Hollister (2004) examined the 
follow-up status of 2,317 youth who had departed from a residential treatment facility 
specializing in substance abuse and found females were significantly more likely to have better 
attendance in aftercare or self-help groups and faired better across treatment outcomes (e.g., 
school, legal problems, substance abuse). 
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Summary.  Although studies have reported mixed findings across areas of behavior, 
mental health, academic, and family functioning following a stay in residential care, youth 
continue to face risk factors in each area.  However, due to minimal research that exists, it 
remains unclear if and how these risks are related to gender.  Evidence suggests there is a need 
for continued support in the areas of behavior and mental health functioning, family and peer 
relationships, and academics. 
Long Term Outcomes 
While much is known about the short term outcomes for youth following a stay in care, 
fewer studies have followed youth for extended time periods (i.e., longer than two years) to 
determine long term outcomes.  Unfortunately, none of the current studies reported gender 
differences on long term outcomes across targeted areas (i.e., mental health, academic, family). 
Preyde, Frensch, Cameron,White et al. (2011) examined the status of youth (N =105) from 
residential care three years post discharge and found overall youth had maintained the 
improvements in psychological functioning as evidenced by scores on the BCFPI-3 from 
admission to follow-up.  Overall, there were statistically significant improvements on five out of 
seven subscales including the Total Mental Health scale (Preyde, Frensch, Cameron,White et al., 
2011).  Ringle, Ingram, and Thompson (2010) examined outcomes for youth at 5 and 16 years 
post-care to determine if length of stay in care was associated with long term outcomes.  
Findings revealed that longer lengths of stay for both groups were predictive of obtaining at least 
a high school education.  Erker, Searight, Amanat, and White (1993) reported the outcomes of 61 
youth 10 years after discharge and found 66% of participants had improved on levels of personal 
and social adjustment.  Kaminsky (1998) reported on the independent functioning of individuals 
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formerly served in residential care and participants reported satisfaction levels with work and 
income as 83% of the sample were living and working independently. 
While these studies found positive long term outcomes for youth and families, additional 
studies have found contradicting results.  For example, Jones (2008) followed youth for three 
years post-care and reported at least 68.2% of the sample had high rates of mobility with an 
average of 3.13 (SD =4.87) different living environments, 64% had been unemployed at some 
point, and 37.5% reported not being able to pay a utility bill.  Similarly, Weis and Toolis (2009) 
also conducted a three year follow-up study of youth that were formerly in residential care that 
indicated 41.9% had been arrested on at least one occasion, 12.1% had drug abuse issues, and 
21% had alcohol problems.  Taere et al. (1999) reported that only 2.3% of the sample was living 
independently, 20.9% had experienced an inpatient hospital stay, and 7% had been in drug or 
alcohol rehabilitation programs.  Finally, additional studies have found return rates to care as 
high as 76% three years or later following discharge (Greenbaum et al., 1996; Surace and 
Canfield, 2007). 
Summary.  Studies focused on examining the long term outcomes of youth formerly in 
residential care have focused primarily on behavior and mental health functioning and 
independent living status.  These findings have provided mixed results about long term 
functioning of youth.  It also remains unclear if individuals that fared better in these studies were 
receiving additional support in order to maintain long term gains or how outcomes differed by 
gender. Future studies are needed to provide information on long term outcomes specifically in 
such important outcome areas as academic, physical health, and family functioning.  However, it 
is clear there is a need for continued support following a stay in residential care (Curry, 1991; 
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Frensch & Cameron, 2002; Hair, 2005).  One way to address this need is by providing aftercare 
supports for youth and families. 
Aftercare 
Planning for Aftercare 
The need for effective planning and transition for youth and families from care to the 
home, school, and community settings has not gone unnoticed in the literature.  However, studies 
examining the transition process and perceptions of aftercare services are limited.  Studies that 
have reported findings on planning for reintegration only reveal information related to the area of 
transition planning and preparation.  For example, Nickerson and colleagues (2007) reported 
88% of youth were aware of the environment to which they would transition as well as indicating 
transition plans were developed approximately six months after youth entered residential care.  
Moreover, the study also reported that both parents and youth indicated they would prefer 
preparation and goal setting in the area of education prior to youth transitioning home (Nickerson 
et al., 2007).  Brady and Caraway (2002) investigated transition planning for youth in residential 
care and reported 31.7% of the sample knew where they would be living after discharge, while 
an equal percentage (31.7%) reported they were unaware of living arrangements.  Additionally, 
just over one quarter (26.8%) were involved in the development of transition plans. 
Recently, Trout and colleagues (2012) expanded on prior studies and included 
information related to preparedness for reintegration and the importance of aftercare.  Youth and 
caregivers (N = 96) were surveyed on perceptions of transition planning, preparedness for 
reintegration, the importance of aftercare, and necessary supports or services for aftercare.  The 
results of these studies shed light on the types of supports and services key stakeholders in the 
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transition process feel would be important during reintegration.  Both youth and caregivers 
reported that transition plans were developed prior to discharge and felt these plans would be 
helpful during the transition process (Trout et al., 2012).  Youth and caregivers reported 
significant differences in perceptions of preparedness for transition in areas of relationships, 
family, and independent living, as youth felt most prepared in these areas and caregivers felt 
youth were less prepared.  Caregivers felt aftercare was more important and indicated they would 
be more likely to participate in aftercare programs than youth.  Both youth and caregivers felt 
support in the areas of relationships, education, and physical health to be of greater importance, 
while support in mental health and community involvement was less important (Trout et al., 
2012).  These studies have established a better understanding of perceptions of need and 
importance by youth and caregivers during reintegration to the home, school, and community 
settings. 
State of Aftercare 
Several literature reviews on outcomes for youth in residential care have recognized the 
need for continued support following a stay in residential care (Curry, 1991; Frensch & 
Cameron, 2002; Hair, 2005).  Providing supportive mechanisms after discharge is critical for 
short and long term success (Asarnow et al., 1996; Farmer et al., 2003; Frensch & Cameron, 
2002; Guterman et al., 1989; Hair, 2005; Leichtman et al., 2001; Van Hagen, 1983).  The 
primary goals of aftercare services are to facilitate family reunification, help maintain gains 
made in treatment, and prevent youth from returning to care (Guterman et al., 1989; Jenson et al., 
1986).  Currently, no evidence-based models exist; however previous research has examined 
various types of aftercare services (e.g., outpatient therapy, pharmacotherapy, support groups, 
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crisis intervention) available to youth and families (Goldston et al., 2003; Kolko, 1992; Solomon 
& Evans, 1992).  These studies have identified target domains in which youth benefit from 
additional support (Jones, 2008; Leichtman et al., 2001; Nickerson et al., 2007; Warner & 
Pottick, 2003; Weis & Toolis, 2009).  If supports in these domains are implemented following 
discharge from care, youth are likely to experience higher rates of successful post-discharge 
short and long term outcomes (Asarnow et al., 1996; Farmer et al., 2003; Guterman et al., 1989; 
Leichtman et al., 2001; Trout et al., 2010; Van Hagen, 1983). 
Residential Services and Outcomes 
It is recognized throughout the literature the benefits of engagement in aftercare services 
by youth and families as they may help to increase long-term maintenance of behavior as well as 
generalization across environments.  For example, Hooper et al. (2002) revealed that 58% of 
youth achieved successful outcomes in the areas of school, legal, and level of care with the 
implementation of aftercare supports.  Similarly, Russell (2005) reported that of the youth 
receiving aftercare supports, 87% indicated they were doing well and were either working or 
enrolled in school.  Moreover, Goodman and Blythe (1985) reported one-third of families that 
did receive aftercare asked for increased contact with service providers following intervention. 
Nickerson and colleagues (2007) found that transition services supported the reintegration 
process and made for better collaboration between youth, caregivers, residential facilities, and 
schools. 
Outcome studies evaluating functioning of youth and families after discharge have also 
recognized the disadvantages of failure to use aftercare services.  For example, in one follow-up 
study 59.5% of youth who departed residential treatment and had not received aftercare supports 
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reported they were using substances at 24-months post discharge (Russell, 2005). These 
participants also indicated that attending Alcoholics Anonymous (AA) and Narcotics 
Anonymous neither helped nor were appropriate for them.  Additionally, this sample had 
increased depression, heightened personal problems, low school attendance, and difficulty 
maintaining positive relationships.  Godley, Godley, Dennis, Funk, and Passetti (2002) followed 
youth discharged from residential settings and found that those who received care as usual had 
increased drug use, decreased problem-solving skills, and higher rates of alcohol use compared 
to those that utilized services.  Asarnow et al. (1996) found an underutilization of aftercare 
services by families may have contributed to a break down in the home and poor family 
functioning, which resulted in 32% of youth returning to care within one year of discharge and 
59% were at risk of returning by three years post-care.  Embry, Vander Stoep, Evens, Ryan, and 
Pollock (2000) investigated outcomes of 86 youth discharged from residential treatment and 
found those individuals that did not have aftercare support experienced at least one episode of 
homelessness.  Lack of participation in aftercare supports may add to the complex nature of 
youth problems and increase difficulty maintaining stability in the home setting.  Specific 
aftercare supports have been linked to positive experiences in areas of academics, behavior, and 
relationships (Asarnow et al., 1996; Hair, 2005); however comprehensive aftercare models 
containing supports across targeted domains cease to exist. 
The development and implementation of evidence-based aftercare programs may be 
lacking for several reasons.  First, there may be a resistance to additional treatment related to 
attitudes, beliefs, and perceptions about mental health services (Olin et. al, 2010; Rutter & 
Taylor, 2002).  Caregivers may have experienced negative interactions with mental health 
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providers and a trusting relationship failed to develop, which may limit them from engaging in 
additional services (Olin et al., 2010; Rutter & Taylor, 2002).  Second, access to transportation, 
locating childcare, or funding may pose as barriers, preventing the ability to participate (Kataoka 
et al., 2002; Olin et al., 2010).  Finally, outpatient therapy is often used as the primary follow-up 
service, however research indicates as many as 20-80% of youth and families dropout or attend 
few sessions (Harpaz-Rotem et al., 2004; Ingoldsby, 2010).  These barriers may contribute to 
difficulties related to maintenance and generalization of skills developed during treatment to the 
home, school, and community settings and increase the risk for additional out-of-home 
placements. 
Previous research has clearly identified that youth continue to exhibit at-risk behaviors 
despite gains in treatment. It has also revealed that gains appear to be associated with key factors 
such as family involvement in treatment, home stability after discharge, and the availability and 
use of aftercare support (Burns et al., 1999; Frensch & Cameron, 2002; Hair, 2005).  
Presumably, without necessary post-care supports these ongoing risk factors will continue to 
pose significant problems for youth as they begin the reintegration process.  Aftercare support is 
crucial to maintenance and generalization of gains made while in care, yet research demonstrates 
participation in these services is limited at best.  By evaluating youth perceptions of supports that 
are helpful during reintegration and understanding how these may differ by gender, we can begin 
to understand what is necessary to generate “buy-in” and increase participation in aftercare 
services. 
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Purpose of Present Study 
Prior literature has outlined unique characteristics associated to youth entering and 
departing care as well as outcomes of these individuals and how these may differ based on 
gender.  As youth continue to present different types of profiles when departing care, it is also 
understood that a one-size fits all approach may not work for all youth when planning for 
reintegration.  Despite these findings, there is also recognition that aftercare supports or services 
in general can make a difference for youth departing care into less restrictive settings regardless 
of characteristics at entry or departure (Farmer et al., 2003; Hair, 2005).  While the call for 
evidence-based aftercare models continues to exist, (Daniel, Goldston, Harris, Kelley, & Palmes, 
2004; Whittaker, 2000) a clear understanding of effective supports and services across identified 
domain areas for youth post-discharge has yet to reveal itself.  While preliminary studies have 
started to explore perceptions of need during reintegration and aftercare by youth and caregivers, 
little is known about how these may differ by gender.  Therefore the purpose of this study is to 
expand on the prior literature by exploring if differences exist between males and females on 
preparedness for reintegration across critical life domains, beliefs about aftercare, and 
preferences regarding potential services or supports to aide in the reintegration at departure and 
six months after youth have transitioned out of residential care.  
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Chapter Three 
Method 
Setting 
The setting was the Boys Town Home Campus in Omaha, Nebraska.  The residential 
treatment center is comprised of 61 community-based family style homes (Treatment Family 
Homes) in which 6 to 8 youth, 12 to 18 years of age, live with a married couple (Family 
Teachers) and one assistant (Assistant Family Teacher).  The program aims to work with 
schools, families, and community resources to teach youth the necessary skills to help them 
achieve success in school, work, and with their families.  Boys Town was selected for this study 
for four primary reasons: (1) the population of youth which reside in this residential facility have 
extended stays which can range anywhere from 9 to 12 months; (2) a standard protocol for 
collecting follow-up data with departed youth is established; (3) high response rates ranging 
between 80-90% (Ringle et al., 2010) are achieved when collecting follow-up data; and (4) 
comprehensive demographic, academic, behavioral, and family data are collected at admission to 
care. 
Participants 
Participants include youth with planned departures approximately six weeks from 
transition during April and June 2010.  Youth were surveyed at two time periods (a) six weeks 
from departure and (b) six months after reintegrating to the home setting.  Participants that 
completed a follow-up survey six months after departure were identified based on a set of 
inclusion criteria (see procedures section for details).  In the original sample a total of 138 youth 
were approached for participation and 132 assented and completed the survey.  In the follow-up 
42 
 
 
 
 
 
 
sample a total of 48 youth were mailed the follow-up survey and 29 youth returned completed 
surveys. 
Dependent Measures 
Data from a comprehensive transition survey was used to identify aftercare preferences of 
departing youth at discharge and six month follow-up.  This study also included demographic 
variables to assess general youth information across three areas (academic, behavioral, and 
family characteristics). These demographic data were collected at departure and follow-up. 
Youth departure survey.  This measure identifies youth perceptions regarding 
preferences for aftercare services and supports during the transition period.  The survey was 
developed using several distinct steps.  First, 48 initial survey items for seven domains areas 
were written.  The domains are community involvement, education, family, independent living, 
mental health, physical health, and relationships.  Second, 14 individuals including university 
professors, doctoral students, educators, direct care providers, research analysts, and mental 
health professionals were contacted for input on the addition of survey items.  Once this process 
was concluded, a total of 98 items comprised the survey.  Third, a prototype version was 
administered to seven individuals in the above mentioned fields.  The respondents were to 
complete the survey, report the time it took to complete the survey, and note any items they felt 
should be omitted.  After receiving the surveys, the items were re-evaluated.  A total of 19 items 
were dropped from the survey because they were redundant, appeared confusing, not relevant to 
a certain domain, or had a high readability level.  The prototype survey consisted of 14-15 
demographic items, a seven item preparedness scale ranging from not at all prepared to very 
prepared across domains, and a 51 item importance scale ranging from very important to not 
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important at all with items representing seven aftercare domains.  Fourth, the survey was then 
pilot tested with 12 youth who had recently departed from residential care.  Upon receiving 
feedback from these youth, one page of the survey was reconstructed, as it was reported difficult 
to follow and comprehend.  Finally, the survey was administered to both graduate and 
undergraduate students as well as mental health professionals for a final pilot test. 
The survey consists of 4 sections and 79 items.  Section 1 includes 8 items describing 
youth demographic characteristics (e.g., grade, medication status, ethnicity, gender).  Section 2 
includes 13 items designed to evaluate current supports in place for the transition period (e.g., 
Has a plan been established for your transition home?) and perceptions regarding aftercare (e.g., 
How likely would you be to participate if an aftercare program were available?).  Section 3 
includes 7 items designed to determine youth perceptions regarding areas of most importance for 
the transition (e.g., support in education, relationships, independent living) and feelings of 
preparedness using a 3 point Likert-type scale (1=not at all prepared to 3=very prepared) across 
each area. Finally, Section 4 includes 51 items rated on a 4 point Likert-type scale (1 = very 
important to 4 = not important at all) evaluating youth perceptions regarding the importance of 
services and supports across seven domains:  (1) education (14 items; e.g., enrolling in school, 
developing school organizational skills; Cronbach’s Alpha = 0.93); (2) relationships (6 items; 
e.g., developing peer relationships, accessing information on dating; Cronbach’s Alpha = 0.82); 
(3) community involvement and supports (7 items; e.g., accessing community services/agencies, 
finding volunteer opportunities; Cronbach’s Alpha = 0.89); (4) family (7 items; e.g., developing 
family rules for discipline, developing positive family relationships; Cronbach’s Alpha = 0.87); 
(5) independent living (10 items; e.g., developing money management skills, accessing housing; 
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Cronbach’s Alpha=0.83); (6) physical health (3 items; e.g., accessing health care, developing a 
healthy lifestyle; Cronbach’s Alpha = 0.62); and (7) mental health (4 items; e.g., medication 
management, accessing mental health services; Cronbach’s Alpha = .80).  Items and instructions 
were written at or below a 5
th
 grade reading level and pilot administrations of the survey 
determined completion time to be approximately 10 minutes. 
Demographic variables. Demographic data were collected at discharge and follow-up.  
These data included: (a) special education status, (b) grade at discharge, (c) ethnicity, (d) 
psychotropic medications, (e) living arrangements post discharge, and (f) supports or services in 
place. 
Procedure 
Prior to survey administration, procedures were approved by the Internal Review Boards 
at the University of Nebraska-Lincoln and Boys Town.  Youth were considered as potential 
participants for the initial departure survey if they were scheduled to depart from their TFH 
between April and June of 2010.  Due to policy, youth that were state wards were not eligible in 
for participation in this and therefore, were not included as potential participants. The following 
method was used to identify and recruit participants.  First, approximately six weeks prior to 
departure youth were approached by a member of the project staff to determine potential interest 
in survey completion.  Second, if interested, youth were given a survey packet that contained a 
cover letter, consent form, and survey.  Finally, if the youth assented to participate they 
completed and returned the survey immediately to project staff.  
In order to obtain the follow-up youth sample a series of steps and inclusion criteria were 
used.  First, after completion of the initial survey, an attempt was made to contact the 
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parents/caregivers of youth that completed the survey.  Of the 132 eligible youth, contacts were 
established for 106 parents/caregivers.  This did not include the youth’s caseworker or health and 
human services worker.  Second, only youth that had a parent/caregiver respond to the initial 
survey were mailed a follow-up survey for completion.  Therefore, a total of 48 youth were 
mailed the six month follow-up survey.  Third, for each youth, three attempts were made to 
obtain completed surveys. Youth (N = 29) who completed the survey were mailed $20 incentive 
cards following completion.  Figure 1 provides additional information on survey completion 
phases at departure and six month follow-up. 
Data Analysis 
Five steps were implemented to enter and analyze data and to identify patterns or 
responses across participant groups.  First, IBM SPSS Statistical Software was used to enter and 
clean data.  Second, Cronbach’s Alpha scores were calculated to determine the internal reliability 
of the seven domain subscales found in the Youth Departure Survey.  Third, descriptive statistics 
were calculated for all participants.  Fourth, the 51 items from Section 4 were rank ordered by 
level of importance ranging from the most to least important support.  Finally, specific statistical 
analyses were conducted to address each of the following research questions. 
Research Questions 
1. Demographics 
a. Do males and females differ on academic, behavioral, and family variables at 
departure and follow-up?  A Chi-square analysis was conducted to analyze 
the differences between males and females on each demographic variable.  To 
determine the magnitude of differences Cramer’s (Phi) effect sizes were also 
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calculated.  Frequencies were calculated for each of the discrete variables 
assessed (e.g., special education status, psychotropic medication use, supports 
or services in place). 
2. Preparedness for Integration 
a. Do differences exist between male and female youth on levels of preparedness 
for reintegration into home, school, and community settings across areas of 
community involvement, post-secondary education, family, independent living, 
physical health, mental health, and relationships at departure and follow-up?  
To assess differences in perceptions between genders a Mann-Whitney U test 
was conducted for each variable at discharge and at follow-up.  To determine 
the magnitude of differences between groups as recommended by Rosenthal 
and Rosnow (1991) and Field (2000), the absolute value of r was calculated to 
represent effect sizes for each item. 
3. Importance of Aftercare Programs 
a. Do perceptions differ between male and female youth on the importance and 
participation in aftercare programs at departure and follow-up?  To assess 
difference in perceptions between groups a Mann-Whitney U test was 
conducted for each of the quantitative items at discharge and at follow-up.  To 
determine the magnitude of differences between groups as recommended by 
Rosenthal and Rosnow (1991) and Field (2000), the absolute value of r was 
calculated to represent effect sizes for each item.  To assess differences in 
perceptions on categorical items related to aftercare a Chi-Square test was 
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conducted at discharge and follow-up.  To determine the magnitude of 
differences between groups, Cramer’s (Phi) were computed for each item.  
4. Preference of Supports and Services 
a. Do differences exist between male and female youth on preferred aftercare 
supports in areas of community involvement, post-secondary education, family 
support, independent living, mental health, physical health and relationships 
at departure and follow-up?  To determine whether significant differences 
exist between male and female perceptions of preferred supports and services 
across targeted domain areas, a series of t-tests were conducted on each of the 
seven domain subscales (i.e., community involvement, education, family, 
independent living, mental health, physical health, and relationships).  To 
determine the magnitude of any differences, Cohen’s d effect sizes were 
computed for each of the subscales (Rosenthal & Rosnow, 1991).  
Additionally, means and standard deviations were calculated for each of the 
51 individual items evaluating youth perceptions regarding the importance of 
services and supports across the seven domains.  Means and standard 
deviations across items were used to rank order individual supports from most 
and least important for both males and females. 
b. Do perceptions between male and female youth change over time on preferred 
aftercare supports in areas of community involvement, post-secondary 
education, family support, independent living, mental health, physical health, 
and relationships?  To determine whether significant differences exist on 
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subscales by gender over time a between groups one-way repeated measures 
analysis of variance (ANOVA) was used (Field, 2009).  Given the number of 
comparisons and sample size, Holm’s step-down Bonferroni method was used 
to control for familywise error rates (Holm, 1979).  To examine the magnitude 
of differences the F-ratios were used and converted to effect sizes represented 
by r as recommended by Field (2009).  Means and standard deviations were 
calculated from Section 4 for each of the 51 individual items evaluating male 
and female perceptions regarding the importance of specific services and 
supports across the seven domains.  Change scores from departure to follow-
up for males and females were also calculated for each of the 51 individual 
items. 
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Figure 1. Data collection procedures for departure and six month follow-up 
surveys. 
Phase One:  
Surveyed youth with planned departures between April-June 2010 
(N = 132) 
Phase Two: 
Identified 106 parent/caregiver contacts for 132 completed youth surveys 
 
 
Collected 29 completed six month follow-up surveys from youth 
Phase Three: 
 Mailed out surveys to 106 parent/caregivers of original 132 youth at 
departure 
48 parent/caregivers completed the initial departure survey 
Phase Four: 
Mailed out six month follow-up survey to the 48 youth that had a 
parent/caregiver respond to the initial departure survey 
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Chapter Four 
Results 
 The results are presented in four sections.  The first section presents descriptive analyses 
that were conducted to provide a summary of youth characteristics at departure and follow-up as 
well as comparisons between gender across academic, behavior, and family characteristics.  The 
second section presents the results from the Mann-Whitney U tests that were used to compare 
males and females on levels of preparedness for reintegration at departure and follow-up.  The 
third section presents the results from the Mann-Whitney U tests and descriptive analyses that 
were used to examine gender differences on the importance of aftercare at departure and follow-
up.  Finally, section four presents the results from the t-test analyses that were conducted at 
departure and follow-up on the seven domain subscales to compare perceived importance of 
supports and services between gender.  Also presented are results from the between groups 
repeated measures one way analysis of variance that examined change over time by gender 
across subscales. 
Demographic Characteristics 
Youth were compared on academic, behavioral, and family variables at departure and at 
six month follow-up.  Participants at departure included the first 132 assenting youth departing 
care between April and June 2010.  Youth were predominantly male (61.4%) with a mean age of 
16.95 (SD = 1.52; range = 11 to 19 years).  Slightly over forty-percent (44.7%) were Caucasian, 
33.3% were African-American, 12.9% were Hispanic, 8.3% were American Indian or Alaska 
Native, 1.5% were Native Hawaiian or Pacific Islander, and 12.1% identified two or more 
ethnicities.  A small percentage (12.9%) were receiving special education services, over 20% 
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were taking psychotropic medication, and of those taking psychotropic medication, 12.1% were 
taking two or more medications.  Over half (53%) were returning to the home of a biological 
parent with the others returning to the home of a relative (15.9%), independent living (16.6%), 
foster or adoptive parent (6.8%), 3.8% to the military, and 3.8% were going to another treatment 
facility.  Finally, 44.7% reported that they believed they would be receiving at least one type of 
support or service, following a stay in residential care.  These services included a case manager 
(49.1%), individual or family therapy (37.2%), probation officer (20.3%), tracker (11.9%), drug 
or alcohol treatment (10.1%), in/out-patient mental health (3.4%), or other (13.6%). No 
significant gender differences were found on any of the academic, behavior, or family variables 
at departure (see Table 1). 
At six month follow-up participants included 29 youth that were predominantly male 
(58.6%) and high school graduates (72.4%), with a mean age of 18.03 (SD = 1.05; range = 15 to 
20 years). Approximately 38% of the sample was Caucasian, 38% was African American, 17.6% 
was Hispanic, 6.9% was Alaska Native/American Indian, and 6.9% reported multiple ethnicities.  
Nearly half (48.3%) were living with a biological parent, 24.1% were in independent living 
situations, 17.2% were living with a relative, 3.4% were in the home of an adoptive parent, and 
3.4% were in a group home setting.  Only one participant was receiving special education 
services and one participant reported taking psychotropic medications.  Slightly over half 
(55.2%) reported they were currently receiving some type of service or support at the time of 
follow-up.  These services included case management (43.8%), tracker (18.8%), individual or 
family therapy (18.8%), in/outpatient mental health (6.2%), drug or alcohol treatment (6.2%), 
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and probation officer (6.2%).  No significant gender differences were found on any of the 
academic, behavior, or family variables at follow-up (see Table 2). 
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Table 1 
     Demographic Characteristics Comparison by Gender at Departure 
  
 
Males 
 
Females 
    (n = 81) 
 
(n = 51) X
2
 phi 
 
n(%) 
 
n(%) 
  Ethnicity 
       Caucasian 32(39.5%) 
 
27(52.9%) 2.285 0.132 
  African American 31(38.3%) 
 
13(25.5%) 2.301 0.132 
  American Indian/Alaska Native 7(8.6%) 
 
4(7.8%) 0.026 0.014 
  Native Hawaiian/Pacific Islander 2(2.5%) 
 
0(0.0%) 1.279 0.098 
  Hispanic/Latino 10(12.3%) 
 
7(13.8%) 0.053 0.02 
Grade 
   
2.773 0.145 
  8th grade or younger 5(6.2%) 
 
4(7.8%) 
    9th grade 5(6.2%) 
 
4(7.8%) 
    10th grade 11(13.6%) 
 
6(11.8%) 
    11th grade 4(4.9%) 
 
6(11.8%) 
    12th grade 56(69.1%) 
 
31(60.7%) 
  Special Education 9(11.1%) 
 
8(15.7%) 1.109 0.092 
Psychotropic Medication 17(21%) 
 
10(19.6%) 0.711 0.074 
Support or service in place 32(39.5%) 
 
27(52.9%) 3.441 0.163 
Living arrangement 
   
4.379 0.185 
  Biological parent 45(55.7%) 
 
25(51.0%) 
    Foster parent 1(1.2%) 
 
1(2.0%) 
    Adoptive parent 3(3.7%) 
 
4(8.2%) 
    Independent living 17(21.0%) 
 
10(20.4%) 
    Military 1(1.2%) 
 
0(0.0%) 
    Treatment facility 1(1.2%) 
 
0(0.0%) 
    Home of a relative 12(14.8%) 
 
9(18.4%) 
    Other 1(1.2%)   0(0.0%)     
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Table 2 
     Demographic Characteristics Comparison by Gender at Follow-Up 
 
Males 
 
Females     
  (n = 17) 
 
(n = 12) X
2
 phi 
 
n(%) 
 
n(%) 
  Ethnicity 
       Caucasian 6(35.3%) 
 
5(41.7%) 0.121 0.065 
  African American 7(41.2%) 
 
4(33.3%) 0.184 0.08 
  American Indian/Alaska Native 1(5.9%) 
 
1(8.3%) 0.066 0.048 
  Hispanic/Latino 3(17.6%) 
 
0(0.0%) 2.362 0.285 
  Multiethnic 0(0.0%) 
 
2(16.7%) 3.043 0.324 
Grade 
   
1.614 0.236 
  8th grade or younger 0(0.0%) 
 
0(0.0%) 
    9th grade 0(0.0%) 
 
0(0.0%) 
    10th grade 2(11.8%) 
 
0(0.0%) 
    11th grade 1(5.9%) 
 
1(8.3%) 
    12th grade 2(11.8%) 
 
2(16.7%) 
    High school graduate 12(70.6%) 
 
9(75.0%) 
  Special Education 1(5.9%) 
 
0(0.0%) 1.615 0.24 
Psychotropic Medication 0(0.0%) 
 
1(8.3%) 1.467 0.225 
Support or service in place 10(58.8%) 
 
6(50.0%) 0.486 0.129 
Living arrangement 
   
4.314 0.37 
  Biological parent 10(58.8%) 
 
4(33.3%) 
    Foster parent 0(0.0%) 
 
0(0.0%) 
    Adoptive parent 1(5.9%) 
 
0(0.0%) 
    Independent living 5(29.4%) 
 
3(25.0%) 
    Military 0(0.0%) 
 
0(0.0%) 
    Treatment facility 0(0.0%) 
 
1(8.4%) 
    Home of a relative 1(5.9%) 
 
4(33.3%) 
    Other 0(0.0%)   0(0.0%)     
Note. One participant did not report where they were living.  
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Preparedness for Reintegration 
Participants were asked to reveal how prepared they felt for the transition home and to 
school as well as caregiver preparedness for their transition home.  In addition, participants were 
also asked to identify levels of preparedness in seven domain areas (community involvement, 
education, family, independent living, mental health, physical health, and relationships).  A 
Mann-Whitney U test was conducted to evaluate the hypothesis that males would indicate higher 
levels of preparedness for the transition home and to their new school as well as feeling more 
prepared in each of the seven domain areas.  The results were significant with a small effect for 
the independent living preparedness item, z = -1.985, p < .05, (ES = .18).  No statistical 
differences were found between males and females on perceptions of youth preparedness to 
transition to the home or school, parent levels of preparedness or in the remaining domains.  
Males felt the most prepared in the area of relationships, while females felt most prepared in the 
area of physical health.  Also, males felt least prepared for reintegration in the area of community 
involvement, while females indicated being least prepared for reintegration in independent living 
(See Table 3). 
To evaluate the hypothesis that males would indicate higher levels of preparedness for 
the transition home and to their new school as well as feeling more prepared in each of the seven 
domain areas at follow-up, a Mann-Whitney U test was conducted to examine gender 
differences.  Results were significant, with medium effects for youth preparedness to transition 
home, z = -2.054, p< .05, (ES = .38), and relationship preparedness item, z = -2.268, p < .05, (ES 
= .42).  At follow-up, males again believed they were most prepared for reintegration in the area 
of relationships and females felt most prepared in the area of physical health.  Males felt least 
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prepared in education, while females felt the least prepared in relationships and mental health 
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(see Table 4).  
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Importance of Aftercare 
Participants were asked about their perceptions regarding aftercare in four areas: 
importance, participation, commitment, and length.  A Mann-Whitney U test was conducted to 
evaluate the hypothesis that females would indicate higher levels of importance for aftercare and 
be more likely to participate in aftercare services.  The results were in the expected direction, 
significant, and revealed small and medium effects for both importance of aftercare, z = -1.968, 
p < .05, (ES = .17), and likeliness of participation in aftercare programs, z = -3.277, p < .01, (ES 
= .30).  No significant gender differences were found on items evaluating time commitment to 
aftercare and length of aftercare programs.  The majority of participants felt they could commit 
1-2 hours per week to participating in an aftercare program.  When asked about the desired 
length of aftercare services, there was a slight variation between males and females (see Table 
5). 
At follow-up, a Mann-Whitney U test was conducted to evaluate the hypothesis that 
females would indicate higher levels of importance for aftercare and be more likely to participate 
in aftercare services than males.  No significant gender differences were found on any of the 
aftercare items.  The majority of youth in both groups felt they would commit to 1-2 hours per 
week and that aftercare programs should last six months (see Table 6).
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Importance of Supports and Services 
Departure.  Research has demonstrated that males exhibit higher rates of difficulty in the 
area of education, while females have been found to have significantly more problems in the 
areas of relationship, family, and psychopathology.  Therefore, to test the hypotheses that males 
would perceive specific supports and services in the area of education as most important and 
females would find support in the areas of relationships, family, and mental health to be of 
greater importance, a t-test was conducted on each domain subscale.  No statistical differences 
were found between male and female responses across the seven domains.  Both male and 
female ratings across areas were highest in the domains targeting supports and services related to 
physical health and relationships and were lowest in the domains of mental health and 
community involvement (see Table 7). 
When rating the importance of specific supports and services, males indicated 
“developing money management skills” (M=3.77, SD=.58), “developing positive family 
relationships” (M=3.69, SD=.66), and “developing relationships with parents/caregivers” 
(M=3.53, SD=.84) to be the three most important items.  On the other hand, the lowest rated 
items for males included “assistance with enrolling in the military” (M=2.01, SD=1.05), 
“accessing mental health services” (M=2.51, SD=1.05), and “accessing transportation services” 
(M=2.75, SD=.99).  Females felt that “assistance with enrolling in school” (M=3.71, SD=.61), 
“developing positive family relationships” (M=3.67, SD=.62), and “assistance developing 
homework routines” (M=3.53, SD=.73) to be specific supports or services that are most 
important during the transition period.  Of less importance were supports with “enrolling in the 
63 
 
 
 
 
 
 
military” (M=1.76, SD=.84), “joining parent support groups” (M=2.45, SD=.86) and “managing 
medication for behavior or mental health (M=2.71, SD=1.30). 
Table 7 
 
    Departure Comparisons Between Male and Female Perceptions on the Importance of Services 
and Supports across Domains  
  Total Males Females     
Domain Mean (SD) Mean (SD) Mean (SD) t d 
     Education 3.30(.59) 3.26(.64) 3.34(.53) -0.815 0.14 
     Relationships 3.35(.59) 3.34(.60) 3.36(.57) -0.21 0.03 
     Community Involvement 2.90(.75) 2.85(.74) 2.95(.76) -0.772 0.13 
     Family 3.08(.67) 3.10(.68) 3.06(.67) 0.307 0.06 
     Independent Living 3.18(.56) 3.15(.56) 3.20(.56) -0.6 0.09 
     Physical Health 3.35(.67) 3.31(.65) 3.39(.69) -0.609 0.12 
     Mental Health 2.69(.90) 2.58(.89) 2.80(.91) -1.385 0.24 
Note. Items were ranked on a 4 point Likert scale (1= Not at all important to 4= Very 
Important). 
 
Follow-up.  To examine differences at follow-up t-tests were again conducted on each of 
the seven subscales.  There were significant differences with medium to large effects in the 
scores for males (M=3.55, SD=.36) and females (M=3.10, SD=0.43) on the relationships t (27) 
=3.059, p = 0.005, (ES = 1.13) and males (M=2.97, SD=.78) and females (M=2.44, SD=0.65) 
physical health subscales, t (27) =2.846, p = 0.008, (ES = .74).  The top rated domain for males 
was relationships and was education for females.  The lowest rated domain for both males and 
females was mental health (see Table 8). 
In regard to specific support and service males rated “enrolling in school” (M=3.82, 
SD=.39), “developing positive family relationships” (M=3.82, SD=.39), and “accessing 
employment opportunities” (M=3.81, SD=.40) as the three most important items at six month 
follow-up.  The lowest rated items for males included “finding volunteer opportunities”, 
(M=2.41, SD=1.06) “accessing mental health services” (M=2.53, SD=1.17), and “joining parent 
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support groups” (M=2.47, SD=1.23).  At follow-up females perceived the most important items 
to be “developing money management skills” (M=3.50, SD=.67), “developing relationships with 
parents/caregivers” (M=3.50, SD=.67), and “accessing post-secondary educational 
opportunities” (M=3.42, SD=.67) and the least important were “managing medication for 
behavior or mental health” (M= 1.83, SD= 1.16), “finding drug/alcohol treatment” (M=2.00, 
SD= 1.04), and “joining parent support groups” (M=2.00, SD= 1.04). 
Table 8 
     Follow-Up Comparisons Between Male and Female Perceptions on the Importance of 
Services and Supports across Domains  
 
Total Males Females 
  
Domain Mean (SD) Mean (SD) Mean (SD) t d 
     Education 3.30(.48) 3.48(.48) 3.11(.55) 1.951 0.72 
     Relationships 3.33(.40) 3.55(.36) 3.10(.43) 3.059** 1.13 
     Community Involvement 2.78(.77) 2.98(.71) 2.57(.83) 1.432 0.53 
     Family 2.91(.66) 3.13(.64) 2.69(.68) 1.75 0.67 
     Independent Living 3.14(.55) 3.33(.58) 2.95(.52) 1.764 0.68 
     Physical Health 2.71(.72) 2.97(.78) 2.44(.65) 2.846** 0.74 
     Mental Health 2.37(1.04) 2.61(1.11) 2.13(.96) 1.241 0.46 
 
Note. *p<.05, **p<.01 Items were ranked on a 4 point likert scale (1= Not at all important to 4= Very Important). 
Change over time.  To examine differences between males and females on the seven 
subscales over time a between groups Gender x Time Repeated Measures Analysis of Variance 
was computed for each subscale.  The main effect for the with-in subjects variable, time, was 
significant for the physical health subscale, F (1, 27) = 8.416, p= .007, (ES = .48).  When 
examining the between subjects variable, gender, there were no significant differences between 
the mean scores of males and females for any of the subscales.  After adjusting the p-value, the 
interaction for Gender x Time revealed significant differences for the physical health subscale, F 
(1, 27) = 8.416, p= .007, (ES = .48).  Specifically, while both males and females rated the 
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physical health domain to be less important at follow-up than departure, females rated the 
physical health domain higher than males at departure and lower than males at follow-up (see 
Table 9). 
When examining change in preference of specific supports and services from discharge to 
follow-up males had the largest change for the items “enrolling in the military” and “accessing 
transportation to and from school” rating both items of greater importance at follow-up. Females 
had the largest change for the specific supports “enrolling in the military” and “accessing 
transportation services” and also rated both items of greater importance at follow-up.  Males had 
the biggest change in perception on specific supports and services in the domain of education, 
finding these supports more important at follow-up.  With the exception of the specific supports 
of “enrolling in the military” and “accessing transportation services”, females rated all specific 
supports and services to be less important at follow-up.  More specifically, females tended to rate 
all specific items in the domain of mental health lower at follow-up.  
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Table 9  
      Change From Departure to Follow-Up Between Male and Female Perceptions on the 
Importance of Services and Supports across Domains  
    
 
adjusted 
 Domain df MS F p p r 
Main Effects 
   
     Time 
   
       Education 1 0.262 1.336 0.258 0.77 0.21 
     Relationships 1 0.132 1.203 0.282 0.564 0.2 
     Community Involvement 1 0.848 2.572 0.12 0.48 0.29 
     Family 1 1.043 4.815 0.037 0.2 0.39 
     Independent Living 1 0.15 0.816 0.374 0.37 0.17 
     Physical Health 1 1.978 8.416* 0.007 0.049 0.48 
     Mental Health 1 2.625 3.149 0.087 0.435 0.32 
Between Subjects 
     
 
Gender 
     
 
     Education 1 0.219 1.022 0.321 .511 0.19 
     Relationships 1 0.929 3.488 0.073 .984 0.33 
     Community Involvement 1 0.297 0.476 0.265 1.325 0.13 
     Family 1 0.34 0.618 0.439 1.06 0.15 
     Independent Living 1 0.306 1.295 0.265 .963 0.21 
     Physical Health 1 0.434 2.045 0.164 .878 0.26 
     Mental Health 1 0.07 0.074 0.787 .787 0.05 
Interaction 
        Time x Gender 
          Education 1 0.888 4.525 0.043 0.17 0.39 
     Relationships 1 0.534 4.873 0.036 0.18 0.39 
     Community Involvement 1 0.999 3.032 0.093 0.19 0.32 
     Family 1 1.097 5.066 0.033 0.198 0.4 
     Independent Living 1 0.691 3.752 0.063 0.19 0.35 
     Physical Health 1 1.978 8.416* 0.007 0.049 0.48 
     Mental Health 1 2.508 3.007 0.094 0.094 0.32 
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Chapter Five 
Discussion 
This dissertation study was conducted to address the need for research in the area of 
aftercare for youth departing residential care and to expand on previous research which has 
examined individual perceptions of youth on preparedness for transition, importance of aftercare, 
and preference of supports or services during the reintegration period.  Previous research has 
identified that demographic differences such as gender at entry, departure, and after reintegration 
may contribute to outcomes for youth placed in residential care.  The literature has documented 
that youth in general struggle to reintegrate into society across critical life domains upon 
departure from residential treatment programs (e.g., Cook, 1994; Courtney & Barth, 1996; Foster 
& Gifford, 2005).  The objectives of this study were to better understand the perspectives of 
males and females regarding the transition period following residential care as well as their 
preferences for aftercare supports and services and how these may change over time once youth 
have experienced reintegration.  To address these objectives male and female perceptions were 
compared at two points in time (departure and six months after reintegration) across three 
specific areas: (1) preparedness for reintegration across major life domains, (2) importance of 
aftercare, and (3) importance of specific aftercare supports and services. 
Preparedness for Reintegration 
In regards to male and female preparedness for reintegration, results indicated significant 
gender differences with small to medium effects on perceptions of levels of preparedness in areas 
of independent living, relationships, and youth preparedness to transition home.  While 
significant differences were not found on all preparedness items, males indicated somewhat 
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higher levels of preparedness than females across all domain areas.  At departure only the 
domain of independent living was significantly different; however, at follow-up significant 
differences were found on youth preparedness to transition home and the relationship domain as 
females indicated lower levels of preparedness on these items.  Although this study did not 
evaluate the reasons for this discrepancy, it is suspected that these findings may reflect 
differences often found between male and female characteristics of youth in residential settings.  
For example, previous research has demonstrated that females have more difficulty with 
relationships, particularly family relationships and have higher levels of neglect, physical, and 
sexual abuse from a family member compared to males, yet caregiver attachment has been found 
to serve as more of a protective factor for females (Baker & Purcell, 2005; Connor et al., 2004; 
Handwerk et al., 2006; Hsieh & Hollister, 2004; Leadbeater, Kuperminc, Blatt, & Hertzog, 
1999).  Moreover, research examining risk levels between gender have revealed that females 
appear to be more affected by challenging family environments, poor relationships with parents, 
and stressful life events (Giordano & Cernkovich, 1997; Hsieh & Hollister, 2004; Handwerk et 
al., 2006; Leadbeater et al., 1999).  Given that over half of females from this study indicated they 
would be transitioning to the home of a biological parent or family member, it is possible that 
females may feel more apprehensive and less prepared in areas of family, relationships, and the 
overall process of transitioning to home than males. 
Importance of Aftercare 
 In regards to male and female perceptions of aftercare importance, significant differences 
with small to medium effect sizes were revealed at departure, but not at follow-up.  At both time 
periods, females found aftercare programs to be more important and reported being more likely 
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to participate if programs were available than males. In general, males and females reported 
access to aftercare programs to be at least “somewhat” or “very important”, with low percentages 
of youth in both time periods reporting access to aftercare programs was “not at all important”.  
These findings are similar to previous studies investigating transition or aftercare supports for 
youth in residential care (Brady & Caraway, 2002; Nickerson et al., 2007; Trout et al., 2012) as 
over two-thirds of youth identified access to supports following care to be important.  Additional 
studies have also found that females have higher rates of participation in aftercare services and 
self-help groups following a stay in residential care (Hsieh & Hollister, 2004).  Given that 
females have been found to present more complex needs at entry to care, to be more difficult to 
treat, and to have longer lengths of stay than males (Baker & Purcell, 2005; Connor et al., 2004; 
Handwerk et al., 2006; Hussey & Guo, 2002; Pumariega et al., 1996; Weis et al., 2005), females 
may place more emphasis on obtaining additional support following a stay in care.  It is possible 
that female youth may then have more buy-in to continued services and recognize that while 
gains were made in care, there continues to be the need for additional supports. 
 Significant differences were not found on items related to time commitment or length of 
aftercare programs at departure or follow-up.  At both time periods the majority of males and 
females felt that they could commit one to two hours per week to an aftercare program.  There 
was slight variation at departure on the length of aftercare programs as the highest percentage of 
males felt programs should last one month; however, females felt six months was a more 
appropriate length.  At follow-up, the highest percentage of both males and females felt aftercare 
programs should last six months.  Previous literature has recognized the benefits of accessing 
supports post-discharge and maintaining engagement in these services (Curry, 1991; Frensch & 
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Cameron, 2002; Hair, 2005); therefore, it is encouraging that if offered, both males and females 
felt they could commit to participating in aftercare programs. 
Importance of Supports and Services 
One notable finding was the lack of gender differences on the importance of supports and 
services in specific domain areas.  Given, that males and females enter and depart care with 
varied risk factors, one may anticipate there would be gender differences on preferences of 
supports or services in targeted domain areas; however, that was not found.  One domain in 
which significant differences were found at follow-up and over time was physical health.  At 
departure, females found the physical health domain to be more important than males, yet at 
follow-up, this domain was rated more important by males.  However, over time both males and 
females rated the physical health domain to be of less importance for receiving supports and 
services.  While this study did not investigate reasons for the change, it is suspected that after 
experiencing the initial reintegration period, youth may place emphasis on the importance of 
supports in areas where they may be experiencing difficulty and it is possible health related 
issues have yet to emerge. 
Both males and females found different individual support and service items to be most 
important at discharge and at follow-up. Males perceived the item ‘developing money 
management skills’ to be most important at discharge and ‘enrolling in school’ as most important 
at follow-up.  Overall, males tended to rate items more important in the domain of education at 
follow-up.  While few studies have reported on the short-term academic outcomes of youth 
following a stay in care, results have found males to fair poorer on school attendance and related 
academic outcomes when compared to females (Hsieh & Hollister, 2004).  While this study did 
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not examine short-term outcomes, it appears that after males experience the initial transition 
process, the recognition of accessing specific educational supports or services is important and 
may be related to preparedness in the educational environment as well as academic success.  
Females had the biggest change in perception on individual items in the domain of mental health, 
rating these supports as less important at follow-up.  Given that outcomes data have consistently 
demonstrated that both males and females struggle to maintain gains in the area of behavior and 
mental health (Cuthbert et al., 2011; Weis & Toolis, 2009), it is surprising that after experiencing 
reintegration, females find accessing specific supports related to their mental health functioning 
of less importance compared to supports in other domains. 
Limitations and Future Research 
Several limitations of this study should be acknowledged and addressed in future 
research.  First, because the follow-up sample was limited to those participants who had a 
parent/caregiver responder at departure, the potential and actual sample at follow-up was much 
smaller, therefore responses may not be representative of the entire departure population.  Also, 
various factors may have influenced participation rate of the parent/caregiver responders at 
departure and is possible that the participating sample may have systematically differed from the 
non-responders (e.g., more involved parents, families could not be reached) and could potentially 
be biased.  Replication studies with similar populations may want to include all original 
respondents in the follow-up studies to increase the opportunity of a larger sample at follow-up 
and may want to include additional methods of completing the survey such as web-based surveys 
or telephone to allow for the largest possible sample.  A larger sample would also allow for more 
advanced statistical analyses to be used when analyzing the data.  Second, state wards from the 
72 
 
 
 
 
 
 
residential facility were not eligible for participation in this study. It is possible that these 
individuals may offer different perceptions related to preparedness for reintegration and needs in 
aftercare. Therefore, these findings may not be representative of all youth in residential facilities 
as state wards are often found within these treatment settings. Third, residential treatment 
settings offer various approaches of treatment and preparation for the reintegration process 
therefore the results and generalizability from this study may not be representative of youth in 
other residential settings.  Replication of this study in other settings is needed to determine in 
youth perceptions are similar across agencies.  Similarly, in addition to expanding this research 
to other settings, replications are needed to examine specific subgroups of youth such as younger 
participants and youth receiving special education services and to determine perceptions of other 
key stakeholders such as parents/caregivers, service providers, and educators. Fourth, while this 
survey was comprehensive, there may be additional services or supports that could broaden the 
domains such as the physical and mental scales which contained few items.  For example, the 
domain of physical health contains items which are geared more toward accessing health care 
versus supports related to physical health status. Therefore, future research may want to include 
surveying experts in these fields to identify additional supports or services which could be added 
to domain areas such as physical and mental health in which there were the fewest items to make 
the survey more comprehensive and representative of each domain area. Finally, the purpose of 
this survey was not intended to be the development of a standardized measure; however items 
were grouped into domain subscales in order for comparison.  While the majority of subscales 
demonstrated adequate internal reliability, some of the domain subscales (i.e., physical health 
and mental health) consisted of few items and had lower Cronbach Alpha scores. In addition, 
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exploratory factor analyses procedures were not conducted, therefore factor structure and item 
retention were not validated.  Future studies with this survey could look at adding additional 
items to each subscale and surveying significantly more participants to establish stronger 
psychometric characteristics and provide an opportunity to conduct factor analytic procedures. 
Implications 
As previously noted, aftercare research focused on youth leaving residential treatment 
care is limited.  This investigation was the first to identify male and female perceptions at the 
time of discharge and at six month follow-up.  The present findings may reveal information to 
enhance transition planning, increase youth preparedness for reintegration, and offer potential 
implications for key stakeholders in the reintegration process such as youth, service providers, 
educators, parents, or caregivers both during care and following reentry.  
First, given that males and females did not identify significantly different perceptions, 
preferences, and aftercare needs, developing comprehensive transitions plans tailored to gender 
specific needs may not be necessary when planning for reintegration. However, it remains 
important to recognize that a one-size-fits-all approach may not work for all youth.  Therefore, 
aftercare plans should incorporate individualized goals and ways to access supports or services 
across domains in order to better prepare youth for the reintegration period as well as 
communicate the importance of aftercare services.  Perhaps using a survey measurement tool 
such as the Youth Departure Survey, to gather perspectives on preference or need during 
reintegration may serve as a starting point for individualizing transition or aftercare plans for 
youth and families. In addition, involving youth from the initial stage of development through 
implementation and placing emphasis on efforts to help youth identify the services and supports 
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they will need following departure, as well as identifying an individual or resource youth can 
access with questions or concerns after reintegration may increase youth buy-in and engagement 
in aftercare.  It may also be effective to incorporate parents/caregivers early on in the process as 
family involvement in transition planning and treatment has been linked to positive youth 
outcomes (Curry, 1991; Frensch & Cameron, 2002; Hair, 2005).  Providing parents/caregivers 
with information pertaining to individual needs, treatment goals, and methods of accessing 
resources may help ensure a smooth transition and potentially impact short and long term 
outcomes for youth. 
Second, there was a significant difference between males and females in overall 
preparedness at and importance of access to supports or services in the area of relationships at 
follow-up.  This was a domain that females felt less prepared than males and also a domain in 
which they felt access to supports or services was important at both departure and follow-up.  
Provided that females tend to struggle with various types of relationships (e.g., siblings, parents, 
peers) additional emphasis on preparation of female youth in the area of relationships prior to 
and following reintegration may be beneficial.  This might include the participation of family, 
which includes both parents and siblings in the preparing for transition and may help females 
feel more prepared to transition home and cope more effectively with situations related to family 
and relationships.  Additionally, providing families with information about how to access 
community resources that may assist the further development of family relationships may also 
foster long term success for female youth.  
Third, physical health was a domain in which significant differences were found at 
follow-up where perceptions change over time.  Physical health was rated of less importance at 
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the six month follow-up by both males and females.  Although limited, research does reveal a 
link between mental health difficulty and risk of physical health problems (Connor et al, 2004; 
Nelson et al., in press); therefore, finding ways to convey the importance health care is 
warranted.  One approach may be to educate youth on the importance of locating medical 
records, understanding their health history, obtaining health insurance, recognizing differences 
between types of health care providers and those that may be more important based on gender 
(i.e., obstetricians, gynecologists), and locating a general practitioner prior to departing care.  It 
may also be beneficial to help youth and families locate health care providers in the community, 
set appointments prior to leaving care, and know how to access resources to locate local 
pharmacies, hospitals, or after hours medical clinics.  Future studies may consider investigating 
the overall knowledge of youth in residential care on health related aspects and how this pertains 
to their own physical health well-being.  This may help youth understand how their physical 
health may be affected by other areas such as stress or poor mental health functioning. 
Finally, these findings indicate promise in regards to male and female interests in 
participation in aftercare and provide preliminary information for the types of supports and 
services perceived as beneficial prior to departure and during the initial reintegration period.  
While more studies are needed to further investigate why youth perceptions change over time 
and the benefits of accessing specific supports and services, these findings further highlight the 
need for continued services and supports particularly in domains of relationships, education, 
physical health, and mental health.  Follow-up studies with the youth to evaluate the 
effectiveness of interventions may aide in the development of programs that are perceived to be 
relevant and feasible following departure.  
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